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Childhood obesity rates are increasing in the United States, partly because adults, 
especially parents, are unable to recognize overweight and obesity in children. This study 
used social comparison processes and personal beliefs about the 
prevalence/causes/consequences of obesity to address three purposes: (1) to predict how 
parents determine their child’s weight status and their intentions for their children’s 
weight based on social comparisons; (2) to test a model of attribution of responsibility 
(AOR) for parents and non-parents to predict perceptions of parents’ responsibility for 
children’s weight; and (3) to develop a model to examine how parents and non-parents 
judge children’s weight and to predict intentions to control children’s weight. For the first 
purpose, an experimental manipulation provided parents with upward or downward 
comparisons that were either proximal or distal to their children, and results reveal that 
parents are less accurate in judging their child’s weight when given an upward 
comparison than when given a control comparison. For the second and third purposes, 
participants completed the revised AOR model and a number of other established and 
researcher-generated measures. Only perceptions of causality predicted participants’ 
attributions of parents’ responsibility for children’s weight. Structural Equation Modeling 
was used to construct the final model. Results reveal that the models used to predict the 
intentions to control children’s weight were very similar, and unlike that used to predict 
accuracy of judgments of children’s weight. This research was conducted in the hopes of 
potentially increasing recognition of overweight and obesity in children to slow rising 
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Chapter 1: Introduction 
Rising rates of childhood obesity have transformed children’s health from a 
public concern to a major social issue (Centers for Disease Control and Prevention 
[CDC], 2009; Robinson, 2008), warranting multiple government and private initiatives to 
address the issue. Although the solution to childhood overweight and obesity seems 
manageable through decreased caloric intake and increased physical activity, the failure 
to properly address the issue has less to do with reluctance or avoidance of the issue as 
previously thought. Rather, many parents are unable to recognize that their own children 
are overweight or obese (Eckstein et al., 2006; Huang, Donohue, Becerra, & Xu, 2009; 
Vanhala, Keinanen-Kiukaanniemi, Kaikkonen, Laitinen, & Korpelainen, 2011; West et 
al., 2008).  
 As in almost all models for behavioral change regarding health, the call to action 
requires perceived risk (Baranowski, Cullen, Nicklaus, Thompson, & Baranowski, 2003). 
As such, the perception of overweight and obesity in children for both parents and non-
parents is the first step in addressing childhood obesity, and parental involvement greatly 
predicts children’s health outcomes, including weight. Unfortunately, not all parents of 
overweight or obese children immediately recognize their child’s weight issue, which 
precedes the perception of risk (Maynard, Galuska, Blanck, & Serdula, 2003). These 
parents might not be ready to receive intervention or counseling related to their child’s 
weight (Eckstein et al., 2006).  
Rising rates of obesity might have resulted in adjusted attitudes toward what is 
considered a healthy body weight (Wang, Beydoun, Liang, Caballero, & Kumanyika, 
2008), such that what was considered overweight and unhealthy in the past is no longer 
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considered unhealthy, but is instead considered normal. With these rising rates of obesity, 
it should come as no surprise that the combination of lack of knowledge about the 
prevalence of obesity (according to which parents could make objective judgments about 
their children’s weight) and the constant visual reminder that most other adults and 
children are also physically larger, parents simply might not identify their children as 
overweight or obese.  
There is a need for parental recognition of overweight and obesity. After 
recognizing a child’s weight as an issue, parents can change their own and their 
children’s behavior to address the children’s weight. Parents influence their children’s 
weight in a number of ways including providing food for the children and modeling 
behavior or parenting style. Parents who perceive their child as overweight describe 
themselves as more ready to implement lifestyle changes to help their child lose weight, 
in contrast to parents who do not recognize their child’s weight issue (Rhee, DeLago, 
Arscott-Mills, Mehta, & Davis, 2005). To this end, children with weight issues are most 
successful in their endeavors to lose weight when their parents are actively engaged in the 
process (Golan & Crow, 2004; Wrotniak, Epstein, Paluch, & Roemmich, 2005; Wadden, 
Stunkard, & Rich, 1990).  
This lack of parental recognition of overweight in children speaks to a larger issue 
of misperception of weight in children in general, for both parents and non-parents. 
Social psychology as a field can help reduce childhood obesity by identifying the factors 
that prevent recognition of overweight and obesity, including societal norms for what is 
considered healthy or appropriate for children. Social psychologists might slow the 
increase in obesity rates in children by publishing results of studies like this that influence 
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societal norms about weight judgments that determine how parents (1) view their and 
their children’s current eating behaviors and activity patterns in terms of social pressure 
and societal expectations and (2) structure their eating behaviors.  The current research 
will contribute to this endeavor by (1) testing vicarious social comparison for parents 
only; (2) testing the existing AOR model for all participants (parents and non-parents) to 
determine perceptions of responsibility of parents for children’s weight; and separately 
(3) developing a model to predict perception of weight and intentions for all participants 
(parents and non-parents). 
To this end, Chapter 2 will begin by reviewing commonly suggested causes of 
obesity in general and in children specifically, along with the physical, psychological and 
societal consequences of rising rates of obesity. Chapter 3 defines the differential impact 
of obesity on certain populations of children, which necessitates diverse solutions to the 
issue of obesity. Chapter 4 reviews a number of current parent-focused interventions, 
including education- and action-based programs designed to involve parents in children’s 
health habits and weight specifically. Chapter 4 then ends with a discussion on the 
importance of parental modeling in the home, highlighting the role of parents’ 
perceptions of health and health behaviors in determining children’s health. 
Chapter 5 briefly outlines the direct financial costs and indirect costs incurred by 
adults and children due to rising rates of obesity. Chapter 6 reviews the history of legal 
policy regulating obesity, including both education-based policies (for example, recent 
“menu-labeling” bills in several states) and tax-based policies that deter unhealthy 
behaviors (like cigarette smoking) by charging high federal taxes. This chapter concludes 
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with a section on proposed revisions to existing legal policies including child abuse and 
neglect to combat obesity in children more forcefully.  
Chapter 7 begins the theoretical discussion by introducing social comparison 
processes; first, as a type of social cognition and then as a means of gaining specific 
information based on the proximity of the comparison target and the valence of the 
comparison. Next, the chapter outlines how this study will contribute uniquely to the 
social comparison literature by defining “vicarious social comparison,” in contrast to the 
existing research on direct social comparison. Chapter 8 continues the theoretical 
discussion with a brief explanation of attribution theory, including how beliefs about the 
controllability of weight influence attributions about weight, along with more detailed 
sections on attributions about health and each with links to the current research. This 
section also outlines the attribution of responsibility (AOR) model that will be directly 
tested. 
Chapter 9 discusses factors associated with parental involvement in children’s 
health and behavioral intentions for children’s health. Behavioral intentions include plans 
parents have for their children’s health, emphasizing the importance of parental 
involvement and how parents have influenced children’s health in past research. This 
chapter also briefly examines weight preoccupation and body image issues in children, 
and how parents contribute to these. Finally, this chapter outlines a number of contextual 
constraints that might influence parental perceptions and behavioral intentions.  
Chapter 10 gives an overview of the current research. This includes a list of 
hypotheses and research questions, a detailed description of each of the materials used for 
the pilot study and justification for each survey component, and a description of the pilot 
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study procedure. Chapter 11 contains the results of the pilot study, including 
demographic breakdown of the sample and how the survey items changed due to the 
results. Chapter 12 reviews the full study, including methods (participants, procedure, 
design, and materials) and data cleaning/calculations. Chapter 13 outlines all results, 
chapter 14 will discuss each of the results and describe how the findings inform the social 
psychological solution to the problem of childhood obesity. Chapter 14 will conclude 
with a discussion of the study’s limitations and directions for future research, and chapter 




Chapter 2: Causes and Consequences of Overweight and Obesity for the Individual 
Rates of obesity have risen sharply in recent years. According to data collected as 
part of the National Health and Nutrition Examination Survey (NHANES), the 
prevalence of overweight and obesity in children ages 2-19 has increased dramatically 
over the past 30 years (CDC, 2009). As of 2010, roughly 17% of U.S. children are 
considered medically obese; this is nearly triple the rate of the previous generation (CDC, 
2009). Childhood obesity is now considered the single most pressing health issue among 
children (Robinson, 2008), and a number of factors have contributed the this rise in 
obesity rates and its far-reaching consequences for children. 
Causes of obesity. The proposed causes of rising obesity rates include behavioral, 
environmental and genetic explanations. These include: (1) advertising that misleads 
consumers to believe that certain foods are nutritious; (2) an abundance of advertising for 
unhealthy foods in schools; (3) limited access to healthier foods or community spaces in 
which to be active; (4) increasing portion sizes; and (5) television and media targeting 
children that guides consumption patterns, especially those governing certain types of 
food (CDC, 2009). The simplest explanation for the rise in rates of overweight and 
obesity is the overconsumption of calories and the lack of quality physical activity (CDC, 
2009).  
Overweight and obesity are extremely complex issues and each of these factors 
contributes to the issue; however, an issue missing from the literature is the general lack 
of recognition of overweight or obesity in children, which is presumably the first in a 
long series of steps to combat obesity in children. Not only is recognition of overweight 
and obesity paramount in combating childhood obesity, but intentions to change 
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behaviors that would lead to decreasing obesity rates are very important as well. 
Presumably, beliefs about the causes and consequences of obesity influence both 
perception of weight and intentions to reduce weight. Specifically, individuals who feel 
that weight is controllable (or caused by behaviors that can be changed) and that children 
face great risks (both physical and mental) due to their weight will report stronger 
intentions to change a child’s weight by putting that child on a diet or increasing the 
child’s physical activity. This study is designed to measure both beliefs about the causes 
and beliefs about the consequences of obesity and how they affect perception of weight 
and behavioral intentions for both parents and non-parents. Until the primary caregivers 
of children recognize that their children’s weight is a health issue that can be addressed, 
interventions and programs designed to combat obesity will remain ultimately 
unsuccessful.  
Consequences of obesity. Overweight and obesity present significant health risks 
for every person, but may be particularly debilitating for children. As a result of their 
excessive weight, children will experience both immediate, acute health risks and 
longstanding future health risks. Immediate physical consequences of overweight and 
obesity include: risk factors for cardiovascular disease, such as high blood pressure and 
cholesterol; breathing problems, such as sleep apnea or asthma; and joint problems and 
muscular or skeletal discomfort (CDC, 2009). Longer term consequences for their 
excessive weight are increased chances that they will be diagnosed with heart disease, 
diabetes and some cancers as adults (CDC, 2009). The risks associated with obesity in 
childhood persist, whether the adult’s weight is normal or obese (Dietz, 1998).  
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While already physically uncomfortable, overweight and obese children also 
experience social discomfort at the interpersonal level. Many children suffer 
psychological problems associated with bullying and other forms of discrimination; 
indeed, overweight and obese children are more likely to suffer psychological or 
psychiatric problems than are non-obese children (Reilly et al., 2003). Negative 
interactions with peers and adults, along with social pressures to maintain a certain body 
type, all contribute to low self-esteem, which continue into adulthood (see Strauss, 2000). 
One issue that affects obese children both at the interpersonal and societal level is that the 
obese are often stigmatized by those who assume that weight is solely the personal 
responsibility of the individual (Brink, 1994; Crocker, Cornwell, & Major, 1993; Holub, 
Tan & Patel, 2011; Lewis et al., 2010).  
 Adults and children face a number of consequences when overweight, from 
physical impairments to interpersonal discomfort. These consequences may not be 
experienced uniformly across all populations, however. Chapter three discusses how 
certain populations may be differentially affected by overweight and obesity.   
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Chapter 3: Differential Obesity 
 Current rising trends in obesity, paired with the success rates of current 
interventions, have suggested that diverse solutions are required to address the diverse 
range of issues that lead to obesity in children. Certain populations are more likely to be 
affected by obesity in different ways and this research can contribute by addressing this 
need for diverse solutions.  
Populations Differentially Affected by Obesity 
Certain groups of children are more likely to experience pediatric overweight and 
obesity, including African American teenage females, Hispanic males, and children 
whose parents are obese (Winkleby, Robinson, Sundquist, & Kraemer, 1999). Not only 
are these children more likely to suffer overall, but obesity prevalence has increased 
faster for children from low-education, low-income, higher unemployment families than 
for others (23%-33% increase for these groups compared to a 10% overall increase for all 
groupsl between 2003 and 2007, respectively) (Singh, Siahpush, & Kogan, 2010). There 
were also marked increases for Hispanic children and children from single-mother 
households. Both of these are common sociodemographic markers associated with other 
factors (e.g., family food practices) contributing to misperception of weight in children. 
These substantial social inequalities and gaps between the socioeconomic classes persist 
even after controlling for behavioral factors, like amount of time spent watching 
television, playing games on a computer or engaging in moderate or vigorous physical 
activity (Singh et al., 2010).  
Additionally, living in a rural community also increases the chances of 
experiencing overweight and obesity (measured as the percentage of children with a 
10 
 
Body Mass Index [BMI] over the 85
th
 percentile [Crooks, 2000]). Nationally 
representative samples of American adults show that overweight and overweight-related 
behaviors (including decreased physical activity and excess caloric intake) are more 
prevalent among rural adults than among urban adults (Martin et al., 2005). Recent 
findings using data from NHANES also suggest that children from rural areas were 
significantly more likely to be categorized as obese than were urban children (Davis, 
Bennett, Befort, & Nollen, 2010). The predictors of overweight and obesity differed 
between rural and urban children, with race as the only significant shared factor; in both 
rural and urban areas, African American children were more likely to be obese than 
White children. Significant factors predicting overweight and obesity in rural children 
(which were not predictive in urban children) included meeting daily requirements for 
physical activity and electronic equipment use greater than 2 hours/day. Factors that 
significantly predicted overweight and obesity in urban children but not rural children 
were age (such that children under 10 years old were less likely to be obese than those 
over 10 years), socioeconomic status (those from middle income families were more 
likely to be obese than those from families with high incomes) and dietary intake (higher 
average daily consumption of meat and sugar-sweetened beverages was associated with a 
higher likelihood of being obese) (Davis et al., 2010).  
Need for Diverse Solutions 
These findings suggest that the key to combating obesity in children is to tailor 
the interventions to the needs of the specific children addressed, which may be more 
important for children of lower socioeconomic classes or rural children. For these 
children, it is arguably most important to address the lack of quality physical activity, 
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though this may not produce the same results for urban children whose focus should be 
on improving dietary interventions. Rural areas have traditionally been described as 
limited by both structural and cultural factors that impact the prevalence of overweight 
and obesity (Tai-Seale & Chandler, 2003). Cultural tendencies include excessive intake 
of calories higher in dietary fat, lower rates of exercise, and higher rates of screen time 
(defined as time spent viewing television or engaging in computer play). Structural 
limitations include lack of education or poor access to nutrition information and fewer 
outlets for exercise.  
Current Research 
 The current research can contribute to these diverse solutions by helping develop 
the tools parents need to accurately assess children’s weight. Not only will understanding 
the factors that lead to children’s weight misperception reveal how individuals see weight 
in children, it will contribute to a growing understand of the types of interventions needed 




Chapter 4: Review of Current Parent-focused Interventions 
Interventions to combat childhood obesity often target parents as the agents of 
change.  These interventions focus on education alone or engage the parent more actively 
in changing lifestyle habits or home environments. The effectiveness of an intervention 
can be judged by a number of factors, but because the interventions themselves are so 
varied, few comparisons can be made between their designs (Kamath et al., 2008). 
However, each has its own strengths and weaknesses to be discussed.  
Education-based 
A general education-focused intervention would be structured to provide parents 
with information with the hopes that knowledge about the causes and the consequences 
of an unhealthy behavior would lead to behavior change. In one intervention, parents 
either simply received information about the causes and consequences of obesity, plus 
recommendations for healthy lifestyle changes for their children or were able to interact 
with PhD-level psychologists using live video conferencing over the course of several 
weeks (during which time the parents’ children were also able to interact in a group with 
a PhD-level leader) to discuss the same information (Gallagher, Davis, Malone, 
Landrum, & Black, 2011). Results revealed no significant difference in the outcome 
measures between the groups that visited with the leader in person and those who 
interacted with the leader using live video conferencing, suggesting that teleconferencing 
is equally as effective (Davis, Sampillo, Gallagher, Landrum, & Malone, 2013).  
Action-based 
In other “action-based” programs, parents are instructed to take an active role in 
their child’s eating or exercise habits to guide weight loss. In other in particular, parents 
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took on different roles in their child’s weight loss. Results showed that children’s weight 
loss was positively influenced by their parents’ problem-solving training (Graves, 
Meyers, & Clark, 1988) and that praising children for their health choices also led to 
weight change (Wrotniak et al., 2005). However, not all intervention methods have met 
the same success (Epstein, Paluch, Gordy, Saelens, & Ernst, 2000). For example, the 
study by Epstein et al. (2000) did not replicate those of Graves et al. (1988); changes in 
parent problem-solving were related to general parental distress and parental obesity, but 
not child obesity.  
Importance of modeling 
Rather than reacting in a specific way to their children, some parents influence 
their children’s health and weight loss specifically by modeling proper health choices 
(Wickrama, Conger, Wallace, & Elder, 1999). Modeling behavior is an important 
consideration, as many children imitate the behavior of their parents. As parents make 
healthy food choices and engage in physical activity, so too will their children, 
independent of what the parents encourage them to do. Wrotniak et al. (2005) found that 
a child’s modeling of the parents’ healthy eating habits predicted weight change in 
children over a 24-month period. Simply being present while the child is eating also 
influences the child’s eating habits (Laessle, Uhl, Lindel, & Muller, 2001). Similarly, 
children’s TV viewing habits reflect the habits of their parents, which is particularly 
troubling because many parents fail to recognize the link between TV viewing and 
obesity in children (Gorley, Marshall, & Biddle, 2004; He, Irwin, Bouck, Tucker, & 




Some parent-focused interventions have been considered successful in changing 
lifestyle behaviors (both in terms of food choices and increases in exercise). A series of 
parent-focused interventions published between 1998 and 2008 underwent a detailed 
review by Golley, Hendrie, Slater and Corsini (2011). Of the 17 reviewed, the 
11considered most effective shared a number of common features: greater parental 
involvement and responsibility for participation and implementation, prompt barrier 
identification, restructuring of the home environment, prompt self-monitoring and 
specific goal-setting. The majority of the effective studies were based at least partly (if 
not wholly) in the home, and parents were identified as primary agents of change (though 
children were also prominently featured). Individual counseling, group counseling and 
using written materials were typical characteristics of highly effective programs. The 
most effective behavior change techniques were those designed to use a combination of 
the named common features in combination to facilitate movement through a behavior 
change process, but only a few of the studies examined employed  multiple behavior 
change techniques.  
However effective some interventions, even those that have reduced weight in 
children have seen limited success in achieving long term weight loss (Golley et al., 
2011). In addition, many interventions have been only partially effective or totally 
ineffective. According to the review by Golley et al. (2011), the criteria that most 
ineffective programs shared were those relating to selection bias, dropouts, and 
confounding variables. One factor that did not influence success in these studies was the 
number of nutrition or activity behaviors targeted (Golley, et al.). Although the number of 
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behaviors did not significantly predict the success of the programs, this finding gives 
hope to those designing new interventions: new interventions can now focus either on a 
limited number of target behaviors or a range of complex behaviors with equal chances of 
success.  
Limitations 
One major limitation of many of the interventions tested is that the researchers 
designing these interventions have little background in psychology or decision-making 
processes. These researchers would benefit from understanding the theory behind how 
parents might come to the decision to guide their children’s eating (Andrews, Silk, & 
Eneli, 2010). Some research on parent-based interventions for childhood obesity focused 
on investigating parents’ roles as health promoters for children, using well-known 
psychological theories like the Theory of Planned Behavior (TPB), which predicts that 
attitudes, subjective norms, and perceived behavioral control would guide parents’ 
behavioral intentions. Knowledge of theory and past research would also guide these 
researchers to encourage feelings of response efficacy in parents, as this factor has 
emerged as a significant predictor of parents’ behavior (Andrews et al., 2010). This is to 
say that, regardless of the effectiveness of an intervention in and of itself, if parents do 
not believe that they are capable of changing their own or their child’s health habits (and 
as an extension, weight status), then the intervention is bound to fail. Given the 
discussion in Chapter 3, it should come as no surprise that standardized interventions to 
combat obesity in children would produce differing results between populations, and 
interventions should be tailored to the population of interest to produce the best results. 
The proposed research will be useful in informing current parent-based interventions and 
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developing others like them by providing a comprehensive investigation of the factors 
that determine when parents might decide that their child’s weight is an issue. This is a 
starting point for all interventions.  Successful interventions can help prevent or mitigate 




Chapter 5: “Costs” of Childhood Obesity for Society 
 Children struggling with overweight and obesity face potential debilitating 
disease plus physical and psychological discomfort regularly. However, the costs of 
childhood obesity are not limited to the children’s personal suffering (Bray, Bouchard, & 
James, 1998). Policymakers in several countries express growing concern that ailments 
like obesity disproportionately affect those who are least able to afford adequate health 
care, specifically children covered by public health insurance like Medicaid (versus those 
from families who can afford private health insurance) in the United States (Medstat, 
2005). Identifying the factors that determine whether parents will recognize that their 
child is overweight or obese is the first step in combating obesity but would no doubt also 
contribute in combating these rising costs as well. 
Private versus Public Health Insurance Disparities 
Indeed, substantial disparities were found in 2004 between obese children covered 
by public and private health insurance: (1) children covered by Medicaid are nearly six 
times more likely to be treated for obesity than those covered by private insurance; (2) 
children treated for obesity are roughly three times more expensive for the health system 
than average weight insured children; (3) the costs of healthcare for obese children reach 
$6,700 annually for children covered by Medicaid versus $3,700 annually for privately 
insured obese children; (4) and children who receive Medicaid are more likely to enter 
the hospital and less likely to visit the doctor than comparable children who are privately 




Findings regarding medical costs are incomplete as most children are not noted in 
official medical records as “obese;” however, these data do shed light on the care 
received and costs for those whose medical records reflect a diagnosis of obesity. Further 
costs of obesity in children include restricted activity, including absenteeism in school 
and bed days. Based on evidence of comorbidity that the current generation of U.S. 
children under the age of 18 will average a shorter lifespan than their parents, a first in 
recorded history (Olshansky, Passaro, & Hershow, 2005). Although the exact number for 
these findings regarding children specifically is unknown, the estimated indirect cost of 
obesity in general (including missed work days and future earnings loss for adults) hovers 
around $56 billion per year (CDC, 2009).  
Future Costs 
Not only is combating obesity vital to buffer associated costs now, but the costs of 
obesity are likely to continue rising due to increases in prevalence of obesity and related 
health care costs (Thorpe, Florence, Howard, & Joski, 2004). As a result, some 
researchers have focused on estimating future costs of obesity. For example, statistical 
testing reveals that obesity rates will continue to increase into the future, though at 
different rates between some groups (Wang et al., 2008). Rates of obesity in adult women 
will increase faster than rates in adult men, and faster in boys than in girls. Rates for 
African American women will increase the fastest compared to men and women of other 
races. The linear statistical relationship between obesity prevalence from the NHANES 
survey (CDC, 2009) and national health-care expenditure data (for a description of the 
methodology, see Wang et al. [2008]) suggest that by the year 2030, roughly 90% 
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(86.3%) of all adult Americans will be overweight or obese, and 51.1% of these will be 
classified medically obese. African American women and Mexican American men will 
be the groups affected greatest. By the same time, prevalence in children will likely grow 
to ~30% medically obese, though the patterns were less clear than in adults in general 
(Wang et al., 2008). 
Further, the same analyses revealed that health care expenditures attributable to 
overweight and obesity will more than double every decade (Wang et al., 2008). By the 
year 2030, roughly $900 billion (15.8% - 17.6% of all health care costs) will be spent on 
overweight- and obesity-related costs. The researchers warn that this is likely an 
underestimation of the actual cost expenditures, as this analysis assumes that weight-
related costs increase at the same rate as the per capita total health care costs. However, 
this may not be the case, but rather that the gap between the spending of normal weight 
adults and overweight and obese adults is growing significantly larger over time (Thorpe 
et al., 2004). However, this projection also assumes that programs and interventions 
designed to address this specific issue will be ultimately unsuccessful and trends will 
continue on course with current rates. Thus far, no programs exist specifically to increase 
parents’ recognition of overweight in children, and many yet to be designed programs 
could be successful, so the future impact of any program is difficult to gauge. As dismal a 
conclusion as this is, an examination of the current literature shows no indication that the 
rates will slow or decrease any time soon (Wang et al., 2008). Increasing parental 
recognition of overweight and obesity in children is the first step in actively engaging 
parents in their children’s health, which could reasonably slow the increase in obesity 
rates among children. 
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Chapter 6: Obesity and Health Policy 
 Government and private organizations such as the CDC, the National Institute of 
Health (NIH) and the California Center for Public Health Advocacy (CCHPA) have 
recently begun to propose and recommend policy changes that should affect the rates of 
obesity in the community, and these suggested policy changes require that individuals 
correctly perceive their own weight and others that do not require this.  
Education-based policy 
Several initiatives have already been signed into legislation and enacted in various 
states; these initiatives focus on educating the consumer in the hopes that consumers will 
then make more informed, healthier choices. These initiatives include menu labeling, 
which would require all restaurants to publicly post nutritional information for standard 
menu items for easy access to consumers (CCPHA, 2011), which complements the 
National Labeling and Education Act (NLEA) of 1994 that required the same for 
packaged food. Since July 2008, outlets in both New York City and the state of 
California have been required to do so.  
Unfortunately, there is little empirical evidence to support that receiving nutrition 
information leads individuals to make substantially healthier choices (Chaufan, Hong, & 
Fox, 2011), especially in establishments frequented by those who would not otherwise 
choose a healthy option over an unhealthy option. This is due to a number of factors, but 
one not yet proposed is that consumers are unaware that their weight is something to be 
monitored. Although they understand that heavy caloric content is a choice that will 
negatively affect their health, they do not believe themselves to be at risk for health 
consequences of obesity. Further, some argue that providing consumers this information 
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hinders their understanding of the epidemic in general and how to make better choices 
specifically. For example, the U.S. Smart Choices food-labeling campaign that originally 
set out to distinguish healthier alternatives to common supermarket foods endorsed Froot 
Loops, a sugar-based cereal marketed to children. This was a decision called ‘horrible’ by 
nutrition experts because it gives parents false security and encourages them to buy 
sugar-filled, processed cereals like Froot Loops rather than alternatives that are not sugar-
based and do not contain trans fat, artificial color, and chemical preservatives (Chaufan et 
al., 2011). In this way, providing information on the health content of common foods is 
intended to make consumers feel informed and empowered, but in reality is encouraging 
them to make unhealthy decisions they falsely believe are healthy choices.  
Some media-based policies have resulted in increased weight awareness in 
consumers. Recently, a non-profit organization called LiveWell Colorado premiered a 
media campaign designed to increase weight awareness in the citizens of Colorado 
(Booth, 2012). The campaign included a series of television and print ads that showed 
citizens of Colorado accurate portrayals of overweight and obesity to adopt the mindset 
of obesity as “their” problem, in an effort to increase recognition of their own weight 
issues. Nine months after the campaign began, LiveWell conducted state-wide polling 
and discovered roughly 56% of those polled had seen the campaign in some form. In that 
time, obesity awareness increased, such that individuals were better able to identify an 





The previous initiatives come as a means of educating consumers in the hopes 
that they will make better decisions about their health, and indeed, education about 
nutrition and exercise is ever present in the public sphere. Unfortunately, education alone 
does not necessarily directly lead to better health or health outcomes (Brownell, 2007). 
As mentioned, this could be due to a number of factors, but misperceptions of weight 
likely contribute to the ineffectiveness of educational programs because individuals are 
less likely to even engage in behaviors to change their weight if they do not recognize 
their weight as a health issue. 
Taxing goods. This failure in education is evident in the fight to reduce smoking 
among adults in the U.S. This effort was not helped by providing consumers with 
information about the risks of smoking (by labeling cigarette cartons with warning from 
the Surgeon General), but was significantly decreased by the implementation of smoking 
taxes. These taxes essentially made it more difficult to afford to smoke (Brownell, 2007). 
Rather than education, more drastic interventions like taxes might be needed to halt the 
increase in overweight and obesity and enhance nutrition. Some proposed interventions 
include banning trans fats in restaurants, taxing snack foods, and curtailing advertising 
for unhealthy foods (CCHPA, 2011). 
Hiring practices. Employers are tackling obesity directly by structuring their 
hiring, firing, and employment care practices around punishing overweight and obesity 
and incentivizing weight loss. For example, the Citizens Medical Center in Victoria, 
Texas has recently instituted a policy that allows them to deny employment to any 
individual with a Body Mass Index (BMI) over 35 (North, 2012). Administrators justify 
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the policy by stating that patients have reasonable expectations for hospital employees’ 
appearances. Because Texas has no laws forbidding weight discrimination in hiring, the 
policy is completely legal. As of the publishing of North’s article, only the state of 
Michigan and six U.S. cities legislate weight discrimination in hiring. This hospital 
however was not the first to address obesity directly through employee relations. The 
Team Member Healthy Discount Program instituted by Whole Foods in 2010 offered 
higher employee discounts to employees with lower BMIs (North, 2010).  
School-initiated policy. Schools have begun focusing on correcting poor 
nutrition by passing legislation that regulates both at the school-level (for a review, see 
Shroff, Jones, Frongillo, & Howlett, 2012). Most health policy change is slow and 
incremental, but some are innovative, fast-paced, and comprehensive. In 2003, Arkansas 
passed Act 1220, the most comprehensive school-based policy legislation at the time 
(Craig, Felix, Walker, & Phillips, 2010). With this Act, Arkansas became the first state to 
enact state-wise school-based BMI screening with reports to parents for all children 
enrolled in school, grades K through 12.  The Act restricted public elementary school 
children’s access to vending machines and required schools to report vending revenue to 
the state. Acts like these designed to combat childhood obesity by changing the 
atmosphere of the school will likely be more effective in reaching the misperception of 
weight in children because it does not require individual action to buffer the rates of 
obesity.  
Food pricing. The relative success of the smoking tax paired with the observation 
that the price of a calorie drops substantially when obtained from unhealthy, calorie-
dense food (Drewnowski & Darmon, 2005; Drewnowski & Specter, 2004) has led policy 
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makers (and consequently, researchers) to examine the relationship between taxes and 
subsidies on these foods and weight outcomes. Presumably, higher taxes on unhealthy 
foods should lead to a change in consumption patterns toward healthful, nutrient-dense 
foods. Currently in the U.S., 40 states have tax on foods like soft drinks (with the highest 
tax overall), candy, and snacks (the revenue from which is funneled directly to the 
treasury) (Chriqui, Eidson, Bates, Kowalcyzk, & Chaloupka, 2008). Taxes were higher 
on items purchased from a vending machine than those from a store. Similarly, food is 
subsidized for many low-income families through government-designed programs like 
Food Stamps, the Women, Infant and Children (WIC) Nutrition Program, the Child and 
Adult Care Food Program, and the National School Breakfast and Lunch programs 
(Powell & Chaloupka, 2009). Although these programs are not typically designed as 
subsidies for specific foods, some programs like WIC allow subsidies only on certain 
foods. Others operate by delivering food directly to the consumer, like the School 
Program. Typically, when statistically significant relationships emerge between food 
prices and weight outcomes, they were very small in magnitude (though some larger 
effects emerged for those in lower socioeconomic classes) (Powell & Chaloupka, 2009). 
Although these effects are small, they are measurable.  
Proposed Legal Regulations 
Drastic policy changes may be necessary not only to reduce adult obesity, but to 
slow childhood obesity as well. So far, most public policy surrounding childhood obesity 
has focused on school-based interventions, which provide more affordable health foods 
as snacks and meals (CCHPA, 2011). In order to provide a more complete strategy to 
decrease children’s weight, policy- and lawmakers could also address the issue from the 
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perspective of parental responsibility. Misperception of weight in children and 
specifically parents’ ability to recognize their children as overweight will always be one 
of the first steps in combating obesity, and one social psychological principle that can 




Chapter 7: Social Comparison Processes 
 The costs and consequences of obesity, along with reviews of current methods to 
combat obesity in children, make clear the importance of addressing weight issues from 
the most basic level: recognizing weight issues. Perception of weight in general, and 
especially in children, could begin with the process of social cognition, specifically 
through the application of social comparisons to target others. 
Introduction to Social Comparison 
Individuals require knowledge about the social world for effective, efficient 
decision-making. One simple way to gather information about the self to guide behavior 
and to build or maintain self-esteem is by comparing the self to a target other (Miller & 
Flores, 2004). Comparisons between the self and others, whether intentional or not, is 
pervasive in social contexts. These processes involve automatic, spontaneous 
comparisons during which individuals consider their own attributes and successes in 
comparison to those of target others (Festinger, 1954).  Objective judgments of one’s 
own abilities can be difficult to make in many situations; establishing a comparison target 
as a point of reference provides enough information to reduce uncertainties and guide 
everyday decision-making (Marsh et al., 2010). This was originally proposed by 
Festinger (1954) as Social Comparison Theory (SCT). Individuals might use their relative 
standing compared to those around them in order to make self-evaluations, even when 
objective means are available to do so (Wood, 1989); many times, when the situation 
calls for it, the individual then adjusts his or her behavior according to the conclusions 
drawn (Marsh et al., 2010).  
27 
 
Social comparisons have been used to explain variations in a number of 
dimensions that affect self-appraisals, like self-regulation, subjective well-being, group 
dynamics, prejudice, and interpersonal attraction and rejection (Miller & Flores, 2004). 
One of the most widely studied areas in social comparison involves body image 
appraisals, specifically concerning weight status, because information about body size is 
so easily accessible (Faith, Leone, & Allison, 1997). However, social comparison 
processes can influence self-evaluations and behavior in a number of other contexts, 
according to specific mechanisms that guide both how and why comparisons are made.  
The Process of Comparison 
How. Historically, social comparisons were thought of as intentional, conscious 
mental operations under control of the individual, who chose to engage in the comparison 
in the event that self-evaluations were unclear (Gilbert, Geisler, & Morris, 1995). 
Although some comparisons arise as a result of deliberate processing, this view largely 
ignores what psychologists and neuroscientists know about spontaneous mental processes 
and the effect of environment on initiating them. In fact, these processes are essentially 
contrast effects that highlight the differences between the individual and the target (rather 
than similarities), which occur in the cognitive domain at an early stage, requiring 
minimal resources (Gilbert et al., 1995). As such, they are beyond the individual’s 
control. The process of social comparison begins with perceptions of cues from others 
and the environment, which individuals evaluate on a number of dimensions including 
diagnosticity, and then come to a conclusion about themselves. A simple example to 
consider is a female in public who compares her own body size to those around her based 
on a number of cues about the environment, including: the size of the clothes she is 
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wearing, how those clothes fit, how others react to her presence and the way she fits in 
physical spaces like chairs. Using these cues, she compares herself to others, and deduces 
that she is either of a more or less optimal weight than those around her.   
Why. The reasons individual engage in social comparisons, though varied, 
include three simple motivations: self-evaluation, self-enhancement, and self-motivation 
(Beauregard & Dunning, 1998; Pyszczynsi, Greenber, & LaPrelle, 1985; Suls, Martin, & 
Wheeler, 2002), each of which will be discussed further. These comparison processes are 
of the fundamental ways in which individuals gather information about themselves, 
especially in situations in which self-evaluation is unclear (Cheng & Lam, 2007). In the 
years since Festinger’s (1954) proposed social comparison theory, researchers have 
expanded upon his basic principles and developed a number of fundamental truths that 
guide social comparison. The first is that because individuals seek to gain personal 
information, they are more likely to consider targets that would provide diagnostic 
information, which most often includes those who are considered similar or socially 
close/proximal to the individual (Gilbert et al., 1995; Suls et al., 2002; Tesser, Millar, & 
Moore, 1998), though neither Festinger nor these researchers specified the dimensions on 
which the target other must be similar to the individual. It might be that individuals gain 
the most diagnostic information from target others who are similar on dimensions that are 
important to the individual’s identity. For example, if weight status were more important 
to an individual than relative intelligence, then the individual would choose a target other 




The self-enhancement and self-motivation motives are most often studied in terms 
of the direction of the comparison. Comparisons typically take one of two directions, 
either upward or downward, and individuals engage in both to meet the self-enhancement 
and self-motivation motives. The direction of the comparison is influenced by the 
potential target, such that the affect individuals feel after comparing themselves differs 
according to whether someone performs better or worse than the individual in a domain 
that is relevant to the individual’s sense of self-worth (Alicke, LoSchiavo, Zerbst, & 
Zhang, 1997).   
An upward social comparison occurs when a target outperforms the individual or 
possesses some attribute in a way that threatens the individual’s self-esteem, which 
creates negative affect (Alicke et al., 1997; Gilbert et al., 1995; Suls et al., 2002). In 
contrast, a downward social comparison occurs when an individual compares him- or 
herself to a target whose performance or attributes are considered less than those of the 
individual, which creates positive feelings about the self. Using weight status as a 
comparison would mean that for someone to whom being normal or underweight is 
important, comparing him- or herself to someone (of similar age and gender) who weighs 
less would create an upward social comparison, and result in negative feelings toward the 
self. Meanwhile, comparisons to someone who weighs more would create a downward 
social comparison and result in positive feelings toward the self. The consequences of 
these comparisons in terms of increased or decreased self-enhancement or motivation are 
discussed later.  
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Types of Comparisons 
When making comparisons, objects or people in the individual’s immediate 
vicinity, or “contextual stimuli,” are likely to be used as comparison targets. In this way, 
the social environment forces a comparison on an individual (Marsh et al., 2010). 
Festinger’s (1954) original “similarity hypothesis”, which states that comparison targets 
are more likely to be others that possess similar ability in the area of interest, also guides 
the types of comparisons made. The outcomes of the comparisons are determined by two 
features of the comparison: the proximity of the target of comparison and the direction of 
the comparison.  
Proximity of targets. In the years since Festinger (1954) proposed social 
comparison theory, researchers have expanded upon his basic principles and developed a 
number of general principles that guide social comparison. One of these principles states 
that because individuals seek to gain personal information, they do not compare 
themselves to anyone, but choose particular others. In other words, they would not 
consider targets that did not provide diagnostic information. Rather, they would consider 
only targets very similar to themselves or those with whom the individual is socially 
close (Blanton, Buunk, Gibbons, & Kuiper, 1999; Gilbert et al., 1995; Tesser et al., 
1998), because these individuals may provide information about the individual that is 
relevant. Individuals do automatically make nondiagnostic comparisons against targets 
unlike them or those with whom they are not socially close, however, research shows that 
these comparisons are typically either avoided altogether or made and then reversed 
(either discounted as inaccurate or deemed irrelevant). Regardless of the mechanism, 
individuals fail to experience the cognitive and affective consequences from these 
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nondiagnostic comparisons that typically arise from diagnostic comparisons (Gilbert et 
al., 1995).  
The degree of closeness between the individual and the comparison target 
determines the cognitive consequences of comparisons (Gilbert et al., 1995). Targets who 
are close friends or family members may affect the actor to a greater degree than do those 
who are acquaintances or co-workers, who in turn are more influential than complete 
strangers. For this reason, in the current study, the target stimuli will vary in social 
closeness to the participant, presented as either a close friend (proximal target), who will 
presumably provide a diagnostic evaluation or a generalized “other” (distal target), with 
whom a comparison should be considered non-diagnostic. Much of the research on social 
comparison has examined the factors that influence comparison target choice (Wood, 
1989) and while few have provided a specific target and instructed participants to 
compare themselves to the given target, none were given a target to which they did not 
compare themselves personally. The effectiveness of this novel approach to social 
comparison is yet to be determined.  
 Direction of comparison. Potential targets for comparison also influence the 
direction of the comparison, such that the affect individuals feel and their behavioral 
intentions after comparing themselves differ according to whether someone performs 
either better or worse in a domain that is relevant to the individual’s sense of self-worth 
(Alicke et al., 1997). An upward social comparison occurs when a target outperforms the 
individual or possesses some attribute in a way that threatens the individual’s self-esteem, 
which creates negative affect and presumably strengthens behavioral intentions. In 
contrast, a downward social comparison occurs when an individual compares him- or 
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herself to a target whose performance or attributes are considered less than those of the 
individual, which creates positive affect and may not strengthen their behavioral 
intentions. The current study tested whether the targets affect participants’ judgments 
about the weight of their own child and their intentions for a healthier lifestyle for their 
child. Parents were given either an upward or downward comparison (photos of children 
who either weighed less or more than their own child) and then asked to classify their 
own child’s health using terms like ‘Healthy weight’, ‘Moderately overweight’, etc. 
Parents presented with an upward comparison were expected to be less accurate than 
those given a downward comparison when classifying their own child’s health. In other 
words, their classification would deviate from their child’s actual classification a greater 
amount than parents given a downward comparison. Parents given an upward comparison 
were also expected to report stronger behavioral intentions to control their child’s weight 
(using a weight-loss diet and increased exercise).  
Consequences of Comparisons  
 The self-evaluations that result from comparisons between the self and others lead 
to a number of consequences including changed affect, perceptions, and behavior. Some 
examples include the individual’s self-concept and self-esteem, their levels of motivation 
to perform a certain task and their subjective well-being (Suls et al., 2002; Tesser et al., 
1998). These consequences, or whether they have positive or negative effects on the 
individual, depend on a number of factors.  
Affective consequences. Social comparisons have affective consequences based 
on a number of factors, including the direction of comparison. If an individual witnesses 
a target other outperforming them (or an upward comparison), especially in a dimension 
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that is very important to the individual’s sense of self or one in which the individual puts 
forth a great deal of effort, they might believe that they are unable to achieve superior 
status regardless of their ability and effort. This reaction reflects the contrast effect of 
social comparisons, such that the individual is contrasted against the target other (Cheng 
& Lam, 2007; Suls et al., 2002). When upward comparisons result in contrast effects, the 
result is negative feelings toward the self. One common comparison that often leads to 
negative contrast effects is in the case of a female, to whom weight status is important, 
who compares herself to those who are of similar age, gender, and even possibly height, 
who weigh less than she does. If she has struggled to lose weight in the past, then 
comparisons with those who were able to accomplish weight loss (even those whose 
body makeup lends itself more readily to weight loss) are likely to induce negative 
feelings and depleted self-esteem.   
However, not all upward comparisons lead to such uniformly poor outcomes 
(Collins, 2000). An individual might compare him- or herself to an outperforming other, 
but attribute their superior performance to the other’s work ethic, and will feel that they 
could also perform as well if they simply worked harder. In this way, upward comparison 
under very specific conditions could provide hope and inspiration, increasing the 
motivation to succeed. This reaction reflects the assimilation effect (Cheng & Lam, 2007; 
Suls et al., 2002), which occurs when the self-evaluation shifts toward the target other 
rather than away. Rather than feeling worse about falling behind a similar other, an 
individual feels pride for being associated with a successful other or group and that 
success is attainable.   
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In contrast, downward social comparisons are made when the individual 
compares his or her abilities or performance to some underperforming target or those of 
someone less well off (Alicke et al., 1997). When compared to those who are less 
fortunate, individuals experience self-enhancement and increases in subjective well-
being, reflecting the contrast effect for this comparison. Conversely, the assimilation 
effect for downward social comparisons reminds the individual of the similarities 
between the self and the target other. This also serves as a reminder that his or her status 
is only relatively advantaged and that this status can decline (Suls et al., 2002). The 
contrast and assimilation effects might occur for an individual who is concerned with 
weight status. When compared to another who weighs more, the individual feels that he 
or she has accomplished something the other has not, and feels positively about it; 
however, this comparison also serves as a reminder that weight status is especially 
malleable, and this status is easily lost with weight gain.  
Another factor that influences the affective consequences of comparisons is the 
diagnosticity of the comparison. A comparison’s diagnosticity refers to its usefulness as a 
comparison to provide valuable information to the individual, as individuals are likely to 
gain more insight into their own self-evaluations when comparing themselves to those to 
whom they are similar or socially close/proximal. Although diagnostic comparisons 
provide more insight as to relative standing and self evaluation, these comparisons can 
also be more damaging in the instance that a similar or proximal other is evaluated more 
positively (Brown, Novick, Lord, & Richards, 1992; Tesser et al., 1998). The proximity 
of the target to the individual may enhance the affect that the individual feels that resulted 
from the direction of the comparison; in other words, the direction of the comparison 
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(upward or downward) determines the affect the individual feels, and the individual’s 
proximity to the target enhances the affect if the comparison is especially threatening (as 
would be the case with a proximal target).  
Perceptual consequences. In addition to affective consequences, social 
comparison processes have been used to explain cognitive phenomena like individuals’ 
perceptions. This includes and a growing body of research examining the social 
comparison processes related to equity and exchange between a service provider and his 
or her clients (Taris, Peeters, LeBlanc,Schreuers, & Schaufeli, 2001). This also includes 
studies on burnout in the workplace that show that the direction of comparison (upward 
or downward) affects the amount of burnout individuals experience over a 2-month 
period (Halbesleben & Buckley, 2006) and perceptions of superiority over others even 
when burnout is still particularly high. Further, social comparison processes have been 
shown to influence sense of self worth, value, self-respect and self-esteem (Paterson, 
McKenzie, & Lindsay, 2012) which in turn affects eating behaviors (Trottier, Polivy, & 
Herman, 2007).  
Social comparison information also influences perceptions of risk for those facing 
physical health issues, like colorectal cancer (CRC) (Lipkus & Klein, 2006). The 
provision of social comparison information about similar others and their risks for CRC 
reduces sources of ambiguity about their risks specifically (Klein & Weinstein, 1997; 
Weinstein, et al., 2004) and may lead them to process information about health issues 
differently. Consequences of these perceptual changes do not only apply to information 
processing, but may also lead to behaviors or lifestyle changes that increases objective 
risk of the health issue if the individual believes erroneously that his or her risk is 
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especially low. It should follow then that providing parents with a social comparison 
target would influence their perceptions of their child’s weight, and ultimately make them 
more or less accurate when judging their child’s weight. These comparisons should also 
influence behavioral intentions, especially if their accuracy in judging their child’s weight 
is compromised. In this study, the accuracy of parents’ judgments was assessed using a 
‘deviation score’ which measures the distance between their child’s actual weight status 
and their perception of their child’s weight status.  
Behavioral consequences. Comparisons also produce certain behavioral 
reactions, though the valence of these reactions is not always fixed based on the direction 
of the comparison. As discussed, upward social comparisons often lead to negative affect 
and decreased feelings of self-worth, and this might affect behavioral intentions for those 
who also experience reduced feelings of self-efficacy. Reduced self-efficacy leads 
individuals to feel as though they are incapable of producing change, so they might report 
weaker behavioral intention. Indeed, research on SCT has focused on behavioral 
intentions as the primary dependent variable of interest in a number of areas, including: 
intentions for diet, nutrition and health behaviors (Yun & Silk, 2011). Specifically, health 
behaviors studied have included intentions to manage diabetic symptoms specifically 
(Schokker, et al., 2010), intentions to increase the use of sun protection products (Mahler, 
Kulik, Gerrard, & Gibbons, 2010), and turnover intentions for low- and mid-level 
managers (Eddleston, 2009). Much of this research has focused on the theory of 
normative social behavior (TNSB), which generally describes the (very clear) 
relationship between social norms (both descriptive and injunctive norms) and behavior 
(Yun & Silk, 2010). However, this research also most often provides norms from several 
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targets and then measures behavioral intentions. For the purposes of this study, 
participants will not be given descriptions of current norms; rather, their perceptions of 
the norms in their social environment will be assessed along with their behavioral 
intentions.  
Determinants of comparison impact. There are some conditions under which 
comparisons are more or less likely to impact the individual, and these conditions are 
created by internal and external factors (Zell & Alicke, 2010). Internal factors occur 
within the individual and includes any self-relevant psychological state involving self-
esteem, sense of self, and identity. External factors are any that occur outside the 
individual, most often environmental cues or events. These factors might either distract 
the individual and buffer the effect of the comparison or call attention to the comparison 
to exacerbate its effect (Zell & Alicke, 2010).  
An internal state that could exacerbate the impact of a comparison is the level of 
threat an individual feels when facing a similar other. When individuals feel especially 
threatened (e.g., by being diagnosed with cancer), they are not only more likely to engage 
in downward comparisons with target others who are worse off than themselves, but this 
exposure to a less fortunate target other gives a greater boost to subjective well-being 
(Wills, 1981). This implication has been studied widely in the field of health psychology, 
as downward comparisons are often used as coping strategies for individuals suffering 
from severe health problems. In this way, facing threatening health outcomes not only 
make individuals more likely to make social comparisons, but the effects of these social 
comparisons are likely to impact their well-being more in positive than negative ways. 
For a woman facing severe health consequences as a result of her obesity, as an example, 
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comparing herself to someone of similar age and gender who weighs even more and who 
possibly faces imminent death could relieve her fears.  
 Another well-studied internal state that moderates the impact of social 
comparisons is the way in which individuals view themselves in relation to others, or the 
individual’s self-construal (Cheng & Lam, 2007; Markus & Kitayama, 1991). Those who 
identify themselves as distinct from their social groups are said to have independent self-
construal, and are more likely when faced with comparisons to react with contrast effects 
rather than assimilation. Contrast effect is what is used to describe shifts in self-
assessment away from comparison targets; in other words, individuals perceive 
themselves to be less like the target to which they compared themselves. For example, 
gifted children who enroll in gifted-level classes tend to have poorer self-concepts in 
terms of academic ability than when they enroll in mixed-ability classes. Those whose 
identities are derived from their group membership, on the other hand, who value their 
group membership and form self-evaluations based on group performance are said to 
have interdependent self-construal, and are more likely when faced with comparisons to 
react with assimilation (Markus & Kitayama, 1991). An assimilation effect occurs when 
self-assessments shift toward the comparison target. Individuals are said to be “basking in 
the reflected glory” of their comparison targets, as is the case when individuals report 
experiencing reflected glory, self-enhancement or inspiration from being members of 
victorious teams.  
External states also influence the impact of social comparisons, which include 
cognitive load from busy environments that slows or dilute processing to buffer the 
effects of comparisons (Gilbert et al., 1995) or the presence of the others to which the 
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individual is being compared to exacerbate the effects of comparisons (Cheng & Lam, 
2007).  
Even when individuals are under conditions that lead to more impactful upward 
social comparisons, a number of mechanisms have been proposed as possible safeguards 
against these threats to self-esteem. These include both denigrating the outperforming 
target to downplay the validation of the comparison and exalting the target as deserving 
of superior attributes to negate the implications of their own inferior performance (Alicke 
et al., 1997). Exaltation, however, is more likely in some situations than others, including 
when the individual is socially proximal to the outperforming target or in dimensions less 
relevant to the individual’s sense of self (Alicke et al., 1997).  
This self-image maintenance effect is taken as evidence that the individual has 
successfully protected the self against threatening information (Tesser, 1988). However, 
these explicit self-evaluations do not imply that the threatening information had no 
negative impact whatsoever, as these motives to preserve the self-image also operate 
subconsciously, out of the active mind of the individual (Tesser, 1998).  
Finally, the type of self-cognition activated profoundly influences the effects of 
the social comparison process by forcing individuals to process the information gained 
from the comparison in different ways (Schwinghammer, Stapel, & Blanton, 2006). For 
example, Schwinghammer et al. (2006) found that when neutral self-cognitions are 
activated, threatening information is more likely to be processed defensively, and the 
result is more self-serving. According to the researchers, this occurred because the self 
was made salient, which actually focused attention on the object being threatened by the 
new information and results in defensive self-evaluations. Past research on self-
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awareness (see Duval & Wickland, 1972) also lends itself to this area: increased attention 
to the self leads to heightened concern for the standards to which one is held. In the 
current research, the survey itself is structured to activate self-relevant cognitions by 
asking participants to respond to a series of self-relevant questions that ask for neutral 
information (for example, the Personal Information questions in the survey [see 
Appendix F]). In this way, attention to the self is activated, which would presumably 
make the comparison more salient.  
Past Social Comparison Research 
 Research on SCT has spanned several decades and numerous methodologies. 
Researchers have typically studied the consequences of comparisons as the primary 
dependent variable of interest, and concentrated on priming specific types of comparisons 
to induce specific outcomes (like affective distress or behavioral intentions) (Zell & 
Alicke, 2010). However, an extension of the existing knowledge of social comparison 
lends itself to a discussion of how comparisons themselves as the primary dependent 
variable could also contribute to the current understanding of comparison processes. 
In the social comparison literature, experimental manipulations have used 
comparisons as both independent (manipulated) variables and as dependent (outcome) 
variables, though the methodology for both is similar. This study will expand on the use 
of social comparison in research by proposing a new type of comparison, vicarious social 
comparison.  
Social comparisons as independent variables. Most often, specific kinds of 
comparisons are induced to produce cognitive or affective responses or intentions, which 
are measured as outcomes of interest.  The comparisons for this type of experimental 
41 
 
research are most often induced in one two ways. The first is to provide the research 
participant with a short vignette describing a target other who is compared to the 
participant on one or a number of dimensions (Gilbert et al., 1995). The key to this 
manipulation is that the target other described is similar enough to the participant that he 
or she feels the target will provide diagnostic information about the self. To this end, the 
target other’s age, gender, or weight could be manipulated to either be the same as or 
different from the participant to induce either diagnostic or nondiagnostic comparisons. 
After describing the target other and completing any number of other manipulation tasks, 
outcomes like performance on a task, self-esteem or self-efficacy or intentions are 
measured.  
 The second way in which comparisons are induced as part of an experimental 
manipulation’s independent variables is to tell participants that they are being compared 
to some other real life target group or person rather than a hypothetical target described in 
a vignette (Cheng & Lam, 2007). For example, participants in a study can be told (1) that 
they will be compared to a group of other individual participants similar in age and 
gender to themselves (which may or may not be gathered with them during the study) on 
a number of dimensions, including weight, gender or ethnicity, (2) that they will be 
compared with a real life target or group they already know, or (3) to provide the target 
themselves, either by providing a name or initials of the target (Blanton, Gibbons, Buunk, 
& Kuyper, 1999; Huguet, Dumas, Monteil, & Genestoux, 2001; Lubbers, Kuyper, & van 
der Werf, 2009). This method has been used widely in education research to examine 
how social comparison influences achievement outcomes, academic standards and 
motivation of students based on these dimensions of the student’s classmates or friends 
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(Berndt & Keefe, 1995; Epstein, 1983; Hallinan & Williams, 1990). When asked to 
provide their own targets, participants typically choose target they are ‘close’ to, either in 
identification or socially (e.g., participants tend to pick friends or those they talk with 
frequently) (Huguet et al., 2001). Many of the chosen comparison targets in this and other 
studies are similar on attributes like gender (Blanton et al., 1999) and ethnicity (Meisel & 
Blumberg, 1990).  
 Social comparisons as dependent variables. Social comparisons themselves and 
how individuals produce them are sometimes the outcome of interest. In this case, 
manipulations that induce the typical cognitive, affective, and behavioral consequences 
might compel the participants to create their own social comparisons. If the researcher 
was able to induce some cognitive or affective state based on a dimension relevant to the 
participant’s self, then the outcome of interest would be to ask the participant to produce 
a target other that, if they were compared, would produce this state. One study, for 
example, might focus on participants to whom weight status was important. The study 
could tell participants to imagine that they were feeling particularly negative about their 
weight that day or perhaps that they were unable to lose weight regardless of their effort. 
The participants would then be asked to write about some person, real or fictional, that 
might make them feel this way. The comparison targets would then be evaluated along 
the common dimensions (diagnosticity, upward versus downward) to determine how they 
were formed. What would be most interesting is if the researcher could find a way to also 
measure which of the needs (evaluation, enhancement, or motivation) is met by 
producing this comparison, or whether any need is met by knowing who the individual is 
comparing him- or herself to. So far, the research described with the comparison as the 
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outcome of interest has yet to be conducted, though many researchers have depended 
upon self-generated comparisons as manipulations in their design, still testing self-
relevant psychological states as the outcome of interest (Faith, et al., 1997). 
 Vicarious social comparisons. So far, most research on the processes of social 
comparison has focused on how making comparisons with different categories of targets 
leads to evaluations of the self or intentions for the self (Gilbert et al., 1995; Zell & 
Alicke, 2010). This body of research has neglected to examine vicarious social 
comparison, or how comparisons with targets lead to evaluative judgments on behalf of 
another, and how these comparisons influence behavioral intentions for the other. In this 
case, vicarious social comparison specifically refers to the evaluative judgments of 
parents and guardians on behalf of their children, given that they consider themselves 
responsible for their children’s health.  
Vicarious experiences lead to affective consequences. For example, Cameron, 
Rutland, Brown, and Douch (2006) used the “extended contact hypothesis” to test the 
effectiveness of an intervention designed to change attitudes toward refugees. The 
“extended contact hypothesis” suggests that vicarious experiences of friendship, that is, 
knowledge that members of your in-group are friends with members of your out-group, 
leads to reduced bias toward the out-group (Wright, Aron, McLaughlin-Volpe, & Ropp, 
1997). Further, according to the “extended contact hypothesis,” vicarious contact with 
out-group members is likely to lead to greater reductions in bias than direct contact 
because vicarious contact avoids negative emotions that might potentially negate the 




Research on other vicarious social cognitions, like vicarious cognitive dissonance, 
also lends support to the idea that parents will make vicarious social comparisons on 
behalf of their child and that these comparisons will lead to behavioral outcomes. 
Cognitive dissonance theory was first proposed by Festinger (1957) as an explanation for 
the discomfort felt by an individual who holds two relevant cognitions that are 
‘dissonant’ (or competing). This discomfort that results from dissonance motivates the 
individuals to reduce the dissonance either by reconciling the cognitions, dismissing a 
dissonant cognition, adding a consonant (agreeing) cognition, or decreasing the 
importance of the cognitions. This also encourages the individual to avoid any 
information that might increase the dissonance (for a review, see Harmon-Jones & Mills, 
1999). Cognitive dissonance theory is considered one of the most influential in social 
psychology and has been studied for decades in the areas of attitudes and beliefs, the 
consequences of decisions and the internalization of values (Jones, 1985). An example of 
cognitive dissonance used by Festinger (1957) is that of a habitual smoker: he may know 
that smoking is bad for his health, but continues to smoke. As a result, he experiences 
dissonance and the discomfort that accompanies it. He can reduce this dissonance in a 
number of ways: he can quit smoking to reconcile his habit with the knowledge that it is 
bad for his health; he can decrease the importance of this knowledge in his mind and 
continue to smoke with the belief that it is not harmful to his health or he can justify his 
smoking by claiming that it eases tension and that he enjoys it (Harmon-Jones & Mills, 
1999).  
Vicarious cognitive dissonance is a phenomenon that occurs when one observes 
an important in-group member engage in inconsistent behavior (Norton, Monin, Cooper, 
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& Hogg, 2003). The vicarious cognitive dissonance arises as the observer imagines the 
discomfort of the actor member engaging in the inconsistent behavior, and the 
consequence is the same as it would be for the in-group member trying to justify their 
own behavior: the observer’s attitudes change to be more supportive of the inconsistent 
behavior. The experience of vicarious cognitive dissonance is moderated by a number of 
factors (Norton et al., 2003), one of the most influential being the connection between the 
observer and the actor. Indeed, such experiences are more likely to arise when observing 
a connected or liked person (Heider, 1958) when the actor is seen as very similar (Krebs, 
1975), or when the actor has been assimilated into a social identity that defines both 
parties as members of the same group (Terry & Hogg, 1996). In essence, the effects of 
cognitive dissonance (e.g., attitude change) can result even when the dissonance is not 
experienced directly. In the same way, the effects of social comparison (e.g., behavioral 
intentions) might also result even when the comparison is not experienced directly. 
Although promising, the research on vicarious cognitive dissonance does not 
address how vicarious experiences felt through another affect either behavioral intentions 
for the individual or for the other, or actual behavior for both. Nor does this research give 
any clue as to whether these effects would extend from a direct comparison against the 
self to an indirect comparison against someone for whom the individual felt responsible. 
It seems reasonable to assume that parents who felt responsible for their children or felt 
that they controlled the child’s outcomes would also be invested in their children’s health 
and well-being. As a result, the parent should feel inclined to change their or the child’s 





Social comparison processes could be useful in explaining the failure of parents to 
recognize overweight and obesity in their own children. Because information about body 
size is easily accessible and in recent years body size has been increasing steadily, 
parents might make comparisons between their children and the typical American child, 
who is considerably larger than in the past. As a result, parents might simply fail to 
recognize that their own children should be considered overweight or obese. According 
to the social comparison literature, parents who are presented with an upward comparison 
target (in this study, a manipulated photograph of a child that appears to be at a healthier 
weight than the parent’s own child) may be more likely to recognize that their child is 
overweight or obese, and may be more likely to put their child on a diet or increase their 
child’s physical activity. In contrast, parents who are presented with a downward 
comparison target (or a child who appears to be more overweight than their own child), 
may feel that their child is at a healthier weight or even the correct weight for his or her 
height and be less likely to put their child on a diet or increase their physical activity. 
Additionally, non-parents’ accuracy in judging the weight of children will be tested using 
a manipulated photograph of a child. 
The effects of the direction of comparison may be tempered, however, in the 
conditions in which the target is proximal versus those that are distal. Presumably, 
proximal targets are more threatening because of their similarity to the parent’s actual 
child. Proximal targets will prompt a comparison that will influence the participant to 
recognize overweight in their children and be more likely to put their own child on a diet 
or increase physical activity in general, In contrast, those presented with a distal target 
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will feel less compelled to recognize their own child’s overweight and be less likely to 
put their own child on a diet or increase their physical activity. For the purposes of this 
research, parents will be instructed to provide their own target that is either ‘a close 
friend, relative, or someone else you feel close to’ (proximal target) or ‘a co-worker, 
teacher, or friend of a friend’ (distal target). It should not be unreasonable to assume that 
if participants are parents with children between the ages of 2-12, they should have at 
least one friend/relative who either has a child under the age of 12 or potentially could 
(see Appendix H).  
Although most social comparison research has focused on behavioral intentions 
that result from comparisons, some research has focused on affective consequences like 
defensive self-evaluations and self-efficacy (Zell & Alicke, 2010). Whether participants 
feel neutral/negative/positive about the self-cognitions activated can depend on their own 
habits (like family practices, eating habits, etc.), but regardless, the comparison should be 
more effective after participants have spent time actively thinking about themselves. In 
addition, participants will be instructed to respond to questions that explicitly reference 
the comparison target child in the photograph they are given. These instructions should 




Chapter 8: Attributions 
The theory of attributions contributes greatly to the study of human behavior and 
determining motives behind behavior. Like social cognition, theories of attributions lend 
themselves to the study of misperception of weight in children because factors like 
beliefs about the controllability of weight influence recognition of weight issues. In the 
most general sense, attribution theory states that individuals observe the behaviors of 
others and the consequences of those behaviors, and use relevant information to 
determine the causes of those behaviors (Howard & Renfrow, 2003; Moskowitz, 2005 
Nestler, Blank, & von Collani, 2008). Thus, an attribution is the end result of a process of 
explaining observed behavior and classifying the behavior in order to determine how to 
react. Simply, attributions are “the perception or inference of cause” (p. 458, Kelley & 
Michela, 1980). For example, a student might do poorly on a test, and the student or an 
outside observer may attribute the poor performance to either the student (e.g., who may 
not have studied enough) or the situation (e.g., the student may have had a bad day or the 
professor graded the student unfairly) (Klein, Apple, & Kahn, 2011). Attribution guides 
how these attributions are made and their consequences for either the actor or the 
observer’s perceptions and behaviors.  
Determining the causes of behaviors is important in order to appropriately react to 
the outcomes of the behaviors or judge the character of the actor. More generally, 
individuals must assign meaning to the actions they observe in order to make sense of 
their social world, and attributions accompany a number of other mental actions that aid 
this process (Moskowitz, 2005). The types of attributions individuals are likely to depend 
on a number of factors, including perceived intentions of the actor or controllability of 
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the outcome (Klein, et al., 2011; Moskowitz, 2005). Unfortunately, intent is not 
observable or measurable, and must be inferred based on visual observations of behavior.  
Observers can never be totally certain that they have inferred the correct intent of 
a behavior, so all judgments of attributions are inherently flawed. However, research on 
attribution theory has advanced tremendously since Heider first proposed his ‘common 
sense psychology.’ Since then, researchers have discovered and tested the fundamental 
attribution error, determined that most attributions stem from the situation or the person, 
and have extended attribution research to include attributions of responsibility.  
Common Sense Psychology 
 Attribution theory began with Heider’s (1958) common sense psychology, an 
analysis of the causes observers assign to the behavior of others. Heider felt that the 
proper starting point was to identify the potential causes that could exist, and concluded 
that all causes stem either from within the person (the stable disposition or character of 
the individual performing the behavior) or from outside the person (the situation in which 
the individual finds himself). Jones et al. (1985) later expanded on this work and 
conclude also that the causes of behaviors can either be attributed to the individual actor 
or the situation in which the actor exists, though their conclusions about the contribution 
of the person and situation differ. 
 Describing the person as the cause of the behavior is to make a dispositional 
attribution, and is another way of attributing intentionality to the behavior (and control 
over the outcome of the behavior) (Klein, et al., 2011; Malle, 1999). Likewise, attributing 
the behaviors to the situation is to make a situational attribution and necessarily implied 
that the behaviors were unintentional (and therefore, the outcomes of the behaviors 
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uncontrollable) (Klein, et al., 2011; Malle, 1999). An interesting and well-documented 
phenomenon is that participants as far back at 1944 ascribe agency to inanimate objects 
moving through space, and assign dispositional qualities to the objects based on the type 
of movement. This tendency to attribute behavior to the personality or character of others 
is termed the fundamental attribution error.  
Fundamental attribution error 
Observers may make personal attributions to an actor who displays a repeated 
pattern of behavior because this signals that the cause of the behavior comes from within 
the actor himself (Moskowitz, 2005). However, oftentimes observers are not aware of a 
pattern of behavior and observations of the behavior will only occur one time. In these 
cases, the observer might make the fundamental attribution error (Li et al., 2012; Ross, 
1977), during which the observer assumes that these behaviors reflect internal 
dispositions of the actor (Sabini, Siepmann, & Stein, 2001). The tendency to attribute 
behavior to internal dispositions (e.g., personality) is well-documented (Heider, 1958); 
this even extends to judgments about the random movements of geometric shapes on a 
screen, which were described using agentic language (Heider & Simmel, 1944).  
The outcome of the actor’s behavior also influences how attributions are made for 
the behavior. The fundamental attribution error can specifically refer to the tendency to 
attribute negative outcomes of behavior to the internal disposition of the actor (Ross, 
1977). These attributions assume that the negative outcomes that resulted from the 
behavior were in control of the actor, because the actor was controlling his or her own 
behavior. These attributions often come at the expense of considering the very real 
situational pressures that drove the actor to behave in a certain way; indeed, given a 
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different set of circumstances, the actor might have behaved very differently. The 
fundamental attribution error has been displayed across a number of domains, and 
impacts judgments of negative outcomes such as those surrounding rape cases 
(Moskowitz , 2005) and sexual harassment (Klein, et al., 2011). This has also extended to 
blaming overweight individuals for negative health outcomes, including those not 
directly related to weight (Reichert, Miller, & Bornstein, 2011). Specifically, mock jurors 
in a series of empirical studies found overweight plaintiffs in a medical malpractice case 
more responsible for injuries they sustained during surgery, even when the surgery was 
unrelated to weight and medically necessary (Reichert et al., 2011).  
Interestingly, fundamental attribution error is not as fundamental as previously 
thought, and is not universally observed at the same rate as in North American 
populations (Li et al., 2012). In fact, East Asian cultures are less prone to this error than 
their North American counterparts (Choi, Nisbett, & Norenzayan, 1999; Morris & Peng, 
1994). This may be due to East Asian’s holistic thinking or interdependent sense of self 
(Markus & Kitayama, 1991; Nisbett, 2003; Nisbett, Peng, Choi, & Norenzayan, 2001). 
Person or Situation as Cause 
In the simplest sense, individuals are more likely to make situational attributions 
when the observed behavior is considered out of the control of the actor. The actor did 
not choose to act in this way, but was compelled by situational forces. Dispositional or 
personal attributions are more likely made when the behavior seems controllable, and the 
actor chose to behave in that way (Li et al., 2012; Moskowitz, 2005). Individuals also 
might make personal attributions to actors who have repeated certain behaviors in a 
variety of settings, because the repetition shows a pattern of behavior indicating that the 
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actor is choosing to perform the behavior multiple times. Personal and situational 
attributions individually contribute valuable information to the causes of behavior, but a 
thorough investigation of both provides for a comprehensive explanation for behavior. 
Determining the cause of behavior also influences how individual react to these 
behaviors. Typically, the actor is blamed less for outcomes that occur as a result of 
uncontrollable situational forces than those that were under direct control of the actor, 
who is viewed as having chosen the outcome and who is responsible for the 
consequences (Gilbert, 1998). Several factors determine the kind of attributions observers 
make about the behavior of others, including how desirable the outcome is, how common 
the outcome is, how normative or unique the behavior is, and obvious, observable 
situational constraints (Klein, et al., 2011; Moskowitz, 2005).  
Attribution of responsibility 
Another tenant of attribution theory concerns attributions of responsibility for 
certain behaviors or outcomes. Currently, there exists a model of attributions of 
responsibility (AOR) that defines how individuals assign responsibility for certain 
outcomes. This model emerged out of Piaget’s (1932) work on moral development, 
which examined concerns over intentions for behavior that lead to negative outcomes. 
Piaget was specifically interested in moral development over childhood and adolescence, 
but Heider (1958) expanded on Piaget’s work by (1) examining how adults attribute 
responsibility for negative outcomes and (2) establishing that attributions of 
responsibility for outcomes and moral development are not the same concept. The major 
difference between the two, according to Heider (1958), was that attributions of 
responsibility vary according to situational factors. Assignment of personal responsibility 
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for an outcome decreases as relative contributions of situational factors increases (Gailey 
& Falk, 2008). Cultural and demographic differences may also influence how individuals 
assign responsibility for outcomes (Hamilton & Sanders, 1983; Hans & Ermann, 1989; 
Sanders & Hamilton, 1987).  
Multiple disciplines are interested in assignment of responsibility, and typically 
measure them as judgments about why an act occurred (rather than specifically described 
as the cause of a behavior or outcome) (Gailey & Falk, 2008). Sociologists think of 
responsibility in terms of the situational constraints on the actor, because the actor might 
give information about the situation that influence the observer’s judgments of the 
behavior (Hamilton & Hagiwara, 1992). In contrast, social psychologists have typically 
thought of responsibility as the decision or cognition of one individual, and examine 
outcomes as either accidental or intentional (Gailey & Falk, 2008).  
Because of these inconsistencies in conceptualization, historically, attributions of 
responsibility have been measured inconsistently. Shaver (1985) originally posited an 
AOR model that included five dimensions of responsibility that adequately encompassed 
all potential considerations that would influence perceptions of responsibility: causality, 
knowledge, intentionality, coercion, and moral wrongfulness. Current research testing 
Shaver’s model revealed that only four real factors of the AOR model emerge: causality, 
knowledge, intentionality, and appreciation of moral wrongfulness (Gailey & Falk, 
2008). When tested repeatedly, coercion does not emerge as a factor. These dimensions 
have been applied in a number of ways to different situations, and will be used in this 
study as a means of determining who should be considered responsible for children’s 
weight (Gailey & Falk, 2008). Individuals are more likely to attribute responsibility for 
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the negative outcome of obesity in a child to those: who caused the outcome, knew the 
outcome would occur, acted intentionally to bring about the outcome, and understood the 
moral wrongfulness of performing the behavior that led to the outcome. Parents’ 
responsibility will be assessed by asking participants whether a parent meets the criteria 
named in the items of the four factors of the AOR model listed (see Appendix E).  
Attributions of responsibility for obesity 
Attributions of responsibility have influenced how individuals perceive 
responsibility for a number of outcomes, including those that result from committing a 
crime and health consequences, among others. One of the distinctions researchers make 
when assessing attributions of responsibility is the distinction between physical states and 
mental states that the individual is assumed to control (Moskowitz, 2005). Because 
beliefs about the controllability of certain outcomes are one of the greatest predictors of 
attributed responsibility (Moskowitz, 2005), it should stand that some states which are 
seen as more easily to control by the actor will lead to greater responsibility attributed to 
the actor for causing the outcome to occur. Indeed, in studies of bias against the 
overweight, attributions about the cause and controllability of weight play a large role in 
negative attitudes toward obese individuals (Crandall, 1991, 1994). Beliefs about the 
controllability of weight then should influence participants’ ratings of responsibility for 
children’s weight because participants may see that parents have ‘control’ over weight 




Chapter 9: Factors Predicting Parental Involvement and Behavioral Intentions 
As discussed above, parental involvement is instrumental to the most effective 
interventions targeted at improving children’s health (Andrews et al., 2010; Golley et al., 
2011). Targeting parents as change agents should reasonably bring about lasting change 
in children, as parents are profoundly influential on their children’s health habits.  
Importance of Parental Involvement 
Parents influence their children’s weight in a number of ways, both explicitly by 
buying and allowing their children to eat certain foods and implicitly by their parenting 
style or by modeling certain behaviors that their children imitate (Andrews et al., 2010). 
As a result, some research has focused on best equipping parents to facilitate healthy 
habits for their children. Parents who perceive their child as overweight describe 
themselves as more ready to implement lifestyle changes to help their child lose weight, 
in contrast to parents who do not recognize their child’s weight issue (Rhee et al., 2005). 
To this end, children with weight issues are most successful in their endeavors to lose 
weight when their parents are actively engaged in the process (Golan & Crow, 2004; 
Graves et al., 1988; Wrotniak et al., 2005; Wadden et al., 1990). This involvement 
includes any behavior from parenting style in general (Stein, Epstein, Raynor, 
Kilanowski, & Paluch, 2005), to praising children for their health choices specifically 
(Wrotniak et al., 2005).  
 Parents model behaviors that are imitated by their children, and these behaviors 
profoundly influence children’s health and lifestyle choices. Children imitate their 
parents in action and attitude, regardless of what the parent encourages the child to do 
verbally (Andrews et al., 2010). It should follow that parents who engage in healthy 
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lifestyle choices like eating healthy foods and exercising regularly will also have children 
who do the same (Andrews et al., 2010). This is evident from a number of studies; for 
example, Wickrama et al. (1999) found that parents’ health-risk behaviors and orientation 
toward health predicted both in their children. Parent modeling of healthy eating 
behaviors predicted weight change in children over a 24-month period (Wrotniak et al., 
2005), and weight change in parents predicted weight change in children (Epstein, 
McCurley, Wing, & Valoski, 1990). Similarly, parent TV-viewing habits predicts TV-
viewing in children (Gorley et al., 2004), which is linked to overweight and obesity in 
children.  
Parents may not always feel engaged in the process (Golley et al., 2011), either 
because they do not feel their child has a weight issue to be addressed, or because they 
are reluctant to address their child’s weight directly. As in almost all models for 
behavioral change regarding health, the call to action requires perceived risk 
(Barankowski et al., 2003). Unfortunately, not all parents of overweight or obese children 
immediately recognize that their child is overweight or obese, so they would not perceive 
that their child is at risk unless they recognized their child’s weight issues (Eckstein et al., 
2006; Huang, Donohue, Becerra, & Xu, 2009; Vanhala et al., 2011; West et al., 2008).  
Behavioral Outcomes 
Interest in how the influence of parents affects children’s weight and how to mold 
parents into promoters of health for their children has spawned a small number of recent 
studies that examine how psychological principles guide parents’ behavioral intentions 
(Andrews et al., 2010). These psychological principles would then predict how parents 
come to the decision to guide their children’s eating (Andrews et al., 2010). One common 
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psychological theory tested in this research is the Theory of Planned Behavior (TPB) 
which predicts that attitudes, subjective norms, and perceived behavioral control predict 
behavioral intentions across a range of areas including intentions to donate money to 
charity, use sunscreen, reduce alcohol consumption, adopt a low-fat diet and increase 
physical activity (Armitage & Conner, 1999; Buller, Borland, & Burgoon, 1998; Conner, 
Warren, Close, & Sparks, 1999; Martin, Jacobsen, Lucas, Branch, & Ferron, 1999). 
These intentions then predict behavior. According to the TPB, the single greatest 
predictor of behavior change is behavioral intentions, or whether or not the individual 
plans to perform the behavior (Andrews et al., 2010).  
Overall, parents’ general attitudes and perceptions influence their behavioral 
intentions for their children. The current research will extend this to include parents’ 
perceptions of their child’s weight, perceptions of their responsibility as parents for their 
child’s weight and their perceptions of the controllability of weight to determine whether 
these also influence parents’ intentions.  
Additional Concerns 
Other factors have been shown to influence whether parents recognize their own 
children as overweight or their behavioral intentions, most notably the age of the child, 
such that recognition and proper weight classification increases with increasing age of the 
child (West et al., 2008). Further, of the parents who do identify their child’s weight 
issue, many either believe that the child is young enough to “grow out of” their weight as 
they grow taller or do not wish to directly address the issue. For this reason, only 
photographs of children between the ages of 5-8 will be used in this study.  
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Not only do personal choices and beliefs affect parental involvement with 
children’s weight, but environmental factors (“contextual constraints”) might affect these 
decisions as well. This includes established family habits and physical environmental 
constraints, both of which put considerable strain on parents and weighty restrictions on 
things like food availability and space for physical activity. Parents are forced to balance 
the costs of changing lifestyle habits against the benefits of maintaining them, especially 
in the case of lower socioeconomic status, which is often associated with lifestyles that 
involve unstructured meal times, convenient food and limited physical activity due to 
crowded and hazardous living conditions (Chen, 2004).  
Indeed, one of the most profound and robust findings in epidemiology is that 
individuals from a higher socioeconomic class have better health overall than those from 
a lower socioeconomic class, and this holds regardless of how health is measured (from 
prevalence of illness, severity of illness or likelihood of mortality) and region of the 
world or associated healthcare models (Chen, 2004). Lower socioeconomic individuals 
face more negative life experiences and perceive greater negative impact from stressful 
events than those from a higher socioeconomic class, and stress has been posited as the 
link between socioeconomic class and negative health outcomes. As a result, 
socioeconomic class affects several areas of a family’s lifestyle and contributes to 
parental recognition of weight in children.  
Current Research 
Currently, only limited research points to factors like family habits as a cause of 
obesity in children (Davis, Young, Davis, & Moll, 2011; Moens & Braet, 2012), but it 
makes sense that a child’s weight reflects family practices. The roles of food in the family 
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and habits formed around food are difficult to change, like gathering around meals 
together or rewarding children for finishing their food. The child’s weight may also 
reflect employment status of the parents, who rely on the convenience of buying 
prepackaged food that needs no preparation (which is most likely to be highly processed 
and calorie-dense with few nutrients).  Indeed, many parents will argue that although 
their child has a weight issue, they are simply too busy or cognitively overloaded to 
actively initiate a change in their eating rituals (Davis, James, Curtis, Felts, & Daley, 
2008). Maynard et al. (2003) state that no research exists on the sociocultural or 
economic factors that influence whether parents recognize that their own children are 
overweight. These factors (parental employment, parent education, SES, family practice, 
including any patterns of obesity in the children and the role of eating in the family) will 
be examined using researcher-generated items for all participants (see Appendix F, 
Sections 1 and 5 for personal information and family practice questions).  
Other individual differences may influence perceptions of children’s weight and 
other dependent variables for all participants (parents and non-parents). Those that will 
be assessed using researcher-generated measures include: demographic characteristics 
other than SES (including BMI; Andrews et al., 2010; Mossberg, 1989) (see Appendix F, 
Section 9); beliefs about the causes and consequences of obesity (see Appendix F, 
Section 4); perceptions of the risks of obesity, including physical, social, and emotional 
risks (though beliefs about the consequences of obesity have not found to be associated 
with parent’s willingness to change behavior [Curtis, Stapleton, & James, 2011; Sealy & 
Farmer, 2011]) (see Appendix F, Section 2); and norms about obesity recognition (see 
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Appendix F, Section 6). Still others that might influence the dependent variables will be 
assessed using previously established scales. 
Identity as a parent. Identity generally and as a parent specifically predicts a 
number of perceptual and behavioral outcomes (DeGarmo, 2010). Identity theories 
typically posit that the more a parent identifies with that role as a parent, the more 
important or central that identity is to the parent’s self-conception (Ihinger-Tallman, 
Pasley, & Buehler, 1995; Rane & McBride, 2000). The measures used to assess identity 
as a parent were adapted from those used by Stryker and Serpe (1994), and utilize 
identity salience, psychological centrality of that identity, and time in role, each of which 
predict unique variance in identity (see Appendix F, Section 8). As previously stated in 
the discussion on social comparison, individuals gather more diagnostic information 
when they are threatened in an important dimension. In this study, parents who rate their 
identity as a parent as salient or central might be more threatened by information that 
disparages that identity. Thus, as the importance of the parental identity increases 
according to the identity measures in the current study, parents will report a higher 
deviation from their child’s actual weight (i.e., a less accurate judgment of their child’s 
weight status) and greater intentions to control their child’s weight through diet and 
exercise. 
Attitudes toward the overweight. Prejudice against the overweight is widely 
considered one of the last socially acceptable forms of prejudice, typically based on 
beliefs about the causes of obesity and weight control (to be discussed) (Brochu & 
Morrison, 2007; Crandall, 1994; Puhl, Moss-Racusin, Schwartz, & Brownwell, 2008). 
Measures of prejudice against the overweight adapted from Morrison and O’ Connor 
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(1999) and Wrench and Knapp (2008) are described below (see Appendix D). 
Participants who are biased against the overweight and score higher on these measures in 
the current study will presumably be more likely to recommend that parents control their 
children’s weight or that children’s weight should be actively controlled based on how 
they feel about overweight adults or those who allow their children to become 
overweight.  
Personal beliefs about weight control. A major contributor to attitudes toward 
the overweight is the assumption that overweight individuals are able to control their 
weight; those who have actively ‘chosen’ not to control their weight through diet or 
regular exercise should reasonably expect to experience the stigma associated with being 
overweight (Crandall, 1994). The psychological concept of locus of control (LOC) 
describes the degree to which individuals feel that they have control over the events in 
their lives or circumstances that affect them (Rotter, 1966). Those with an internal locus 
of control feel that their own actions determine the outcomes of events, while those with 
an external locus of control feel that outcomes are out of their control and are instead 
determined by external forces, like nature or other individuals. General measures of locus 
of control (developed by Rotter, 1966) and measures specific to health and weight 
(Saltzer, 1982; Wallston, Wallston, & DeVellis, 1978) have all been used to assess 
beliefs about the controllability of weight. These beliefs will be measured by both the 
Locus of Control (LOC) scale and the Health Locus of Control scale (HLOC) (see 
Appendix C for full scales).  
Parental locus of control significantly influences children’s weight outcomes 
when participating in a community-based obesity intervention, such that parents who 
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believe that their child’s weight is under the control of a powerful other (e.g., a doctor or 
parent) have more successful outcomes from the intervention than do parents who feel 
that their child’s weight is due to chance (Rosno, Steele, Johnston, & Aylward, 2008). 
These findings will be extended in the current study, such that those who feel that weight 
is out of the control of the individual and score higher on the internal locus of control 
measures and researcher-generated measured will be less likely to encourage parents to 
control the child’s weight because they do not necessarily believe that weight can be 
controlled.  They may also report larger deviations of the weight of the child in the 
photograph (i.e., less accurate judgments of the weight status of the child in the 
photograph).  
Prospect for change. Related to both family practice and controllability of 
weight, perceptions of the prospect for change might influence perceptions of children’s 
weight and reported behavioral intentions for parents (Flores, Maldonado, & Duran, 
2012). Family practices that include food might be ingrained in the family structure, and 
indeed many parents report reluctance to change eating rituals because change is too 
difficult or costly (Davis et al., 2008). Participants must believe that there is a reasonable 
prospect for change in their family and that initiating change in these behaviors will lead 
to positive outcomes. Limited past research shows that this is the case (Flores et al., 
2012). Prospect for change in this study will be assessed using an established measure of 
self-efficacy, described as an individual’s belief that he or she can cope with a variety of 
difficult demands based on personal action (Jerusalem & Schwarzer, 1979). The General 
Self-efficacy Scale used for this purpose is described below (see Appendix B). In other 
words, participants high in self-efficacy feel that they are capable of performing novel or 
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difficult task and cope with setbacks (Schwarzer & Jerusalem, 1995). Parents who feel 
that they are capable of making changes and score higher on the measures of self-efficacy 
in this study will presumably report greater intentions to control the fictional child’s 
weight and be more likely to encourage parents to control their child’s weight. 
Religiosity. Religiosity and physical health are strongly linked in individuals 
(Seeman, Dubin, & Seeman, 2003). Striking effects also emerged for religious 
involvement and body weight specifically, after accounting for sociodemographic 
controls (Kim, Sobal, & Wethington, 2003). These effects were mostly present in 
Conservative Protestant men, who tended to have higher body mass index overall. A few 
researchers have even extended the study of religion and physical health to include faith-
based components in certain health programs or interventions, including a group that 
found non-significant but trending effects with the involvement of a faith-based 
component in a weight loss intervention designed for black women (Fitzgibbon et al., 
2005). Ellison and Levin (1998) specify in their comprehensive review of religiosity-
health studies that both religious belief (intrinsic religiosity) and religious behavior 
(extrinsic religiosity, like mass attendance and prayer) predict physical and mental health 
outcomes. As a result, religiosity will be tested using the popular, valid Age Universal I-
E (Intrinsic-Extrinsic) Scale (Maltby, 1999) in addition to the commonly used religion 
demographic questions because the Age Universal I-E Scale includes items that measure 
both religious belief and religious behavior (see Appendix F, Section 9).  
Each of the above listed factors have either been shown in the past to predict 
health outcomes in general or weight outcomes specifically, or have reasonable 
theoretical ties to predict that they would be associated with health or weight outcomes. 
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As such, each will be measured using separate survey items (described below) and used 
to build a model to predict adult misperception of weight in children and behavioral 




Chapter 10: Overview of Current Research and Pilot Survey Development 
 Addressing obesity from the personal, familial, community and societal level is a 
monumental task; however, beginning the process only requires that parents and non-
parents recognize and acknowledge when a child’s weight becomes a health issue. Lack 
of recognition, as noted in the literature, could reasonably occur as a result of a number of 
processes, most notably, social comparison and attributions (see Chapters 6 and 7). How 
each of these processes work together to guide perceptions of children’s weight is as yet 
unknown. Thus, the primary purpose of this study was three-fold: to (1) test vicarious 
social comparison for parents only; (2) test the existing AOR model for all participants 
(parents and non-parents); and separately (3) develop a model to predict recognition and 
intentions for all participants, (parents and non-parents). Parents and non-parents were 
directly compared only in the final model to address the third purpose of the research.  
The following research questions and hypotheses were offered to address the 
study’s first purpose: 
Hypothesis One: A main effect will emerge for valence of comparison such that parents 
given an upward comparison will respond with a larger deviation from their child’s actual 
weight status (i.e., less accurate judgment of their child’s weight status) and report 
stronger intent to put their child on a weight-loss diet and increase their child’s physical 
exercise than those given a downward comparison.   
Hypothesis Two: The main effect for valence (upward/downward comparison) described 
above will be qualified by an interaction between valence and proximity of the 
comparison. Parents given an upward comparison will report a larger deviation from their 
child’s actual weight and greater intentions to put their child on a weight-loss diet and 
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increase their child’s physical activity than those given a downward comparison, but only 
in the conditions in which the target was proximal; no difference will be found for the 
valence of the comparison when the target is distal.  
Research Question One: How do parents’ individual difference measures (including the 
General self-efficacy scale, the Locus of Control scales, the Anti-fat Attitudes/Dislike of 
Fat People scale, demographic characteristics and responses to researcher-generated 
items) influence perception of their child’s weight status or intentions for their child’s 
health? 
The following research questions and hypotheses were offered to address the 
study’s second purpose: 
Research Question Two: Do the factors of the Attributions of Responsibility (AOR) 
model influence perceptions of the parent’s responsibility for children’s weight? 
The following research questions and hypotheses were offered to address the 
study’s third purpose: 
Research Question Three: Do the individual difference measures (including the General 
self-efficacy scale, the Locus of Control scales, the Anti-fat Attitudes/Dislike of Fat 
People scale, demographic characteristics and  researcher-generated items) influence (1) 
deviation of perceptions of the child’s weight statutes from the fictional child’s actual 
weight status (i.e., the accuracy of the judgment of the weight status of the child in the 
photograph); (2) intentions for the fictional child in terms of weight-loss diet or exercise; 
(3) intentions to encourage parents to control their children’s weight; (4) or beliefs about 
controlling children’s weight in general for all participants (parents and non-parents)? 
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Pilot Survey Development 
 Survey materials for the pilot were developed to measure factors that influence 
judgments of children’s weight in parents and non-parents. Materials were piloted 
because each of the survey instruments, including established scales and scales developed 
by the researchers, was being used to study a novel population (parents of obese 
children). In addition, this allows for data reduction by identifying unnecessary or 
repetitive items from scales.  
Materials 
Initially, researchers performed an extensive review of the literature of 
overweight and obesity in children in the fields of nutrition and decision-making. From 
these, researchers compiled a list of existing validated scales used to predict judgments of 
weight in children. Researchers compiled a list of factors (both proposed in current 
research and novel, e.g., mealtime routines, parental habits, identity as a parent, etc.) that 
influence judgments of weight in children, noted how each of these has been measured 
(or were proposed to be measured) and developed a number of survey items to measure 
these factors. All scales were combined into a single survey instrument to be piloted on a 
sample of adults. The pilot survey consisted of the following: 
Information sheet. This told participants the purpose of the survey, described the 
procedure, listed the risks and benefits of participating, and explained how their 
information will be kept confidential. They were also provided with contact information 
for the researchers should they require additional information (see Appendix A).   
Manipulated photograph. Social comparison targets were provided by a 
photograph of a real child provided in the survey. Photographs of children were 
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manipulated by the researchers to create a total of 30 photographs (gender: male or 
female; age: 2-5 years, 6-9 years, 10-12 years; weight: severely underweight, 
underweight, healthy weight, overweight, severely overweight). The photographs are of 
real child models gathered from a national database and Adobe Photoshop was used to 
manipulate the weight of the children in the photographs. The various weight stages of 
the children were based on sketched silhouettes of children developed by Collins (1990). 
All non-parent participants were randomly given one of these photographs: each 
contained a single White child, either male or female of one of the age ranges that were 
either slightly underweight or severely overweight.    
The same set of photographs was used for parent participants. Parents were 
instructed to think of one child in their household between the ages 2-12, and if there was 
more than one, to think of the child with the most recent past birthday. They provided the 
gender and age of their child (boy or girl, age 2-5 years, 6-9 years, 10-12 years) and then 
were randomly given a photograph from the corresponding set that was either slightly 
underweight (the upward comparison), severely overweight (the downward comparison) 
or normal weight (control condition). After data were collected, the research assigned the 
condition for direction of comparison based on the photograph the parent participant 
viewed. Like with past social comparison research (Gilbert et al., 1995), the proximity to 
the target is manipulated using a short vignette describing the relation of the child in the 
photograph to the participant. The vignette accompanied the photograph and described 
the target either as proximal or distal (see Appendix K for vignettes).  
Proximal target. Participants in the proximal target condition were given a short 
vignette instructing them to imagine someone they feel very close to (like a close friend 
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or a relative) who could potentially be the parent of the child in the photograph. They 
were instructed to imagine that this person is the parent of the child in the photograph to 
simulate a proximal target.  
Distal target. Participants in the distal target condition were given a short vignette 
instructing them to imagine someone with whom they are not very close (like a co-
worker or a friend of a friend) who could potentially be the parent of the child in the 
photograph. They were instructed to imagine that this person is the parent of the child in 
the photograph to simulate a distal target.  
Survey. The survey contained a number of items on topics chosen by the 
researchers such as: risks of obesity in children, beliefs about weight control, prospect for 
change, perceived causes of obesity, family practices and their benefits, social norms 
about obesity in children, cultural acceptance of overweight in children, and 
responsibility for children's weight. Parents were also asked to provide information about 
one of their own children (the child's weight, height, dietary habits, and physical activity). 
The survey consisted of researcher-generated measure and established scales. The 
following are the established scales used: 
General self-efficacy scale. The General self-efficacy scale (GSES) is a 10-item 
measure, scored on a 4-point scale (1 = Not at all true, 2 = Hardly true, 3 = Moderately 
true, 4 = Exactly true). The scale was originally developed for the general adult 
population to assess beliefs about personal agency, or the belief that one’s actions are 
responsible for successful outcomes in a variety of difficult situations (Schwarzer & 
Jerusalem, 1995). The scale only taps general perceived self-efficacy and does not tap 
specific behavior change (see Appendix B). Higher scores indicate higher self-efficacy: 
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participants who score higher on this scale feel as though they are capable of dealing with 
unexpected events and solving problems. No items are reverse coded.   
Anti-fat attitudes/Dislike of fat people scale. The Anti-fat attitudes/Dislike of 
fat people scale was originally developed by Morrison and O’Connor (1999) and then 
revised by Wrench and Knapp (2008) to the complete 24-item measure scored on a 5-
point scale of agreement (from Strongly disagree to Strongly agree). The scale measures 
general negative perceptions of the overweight using items judging the appearance of the 
overweight person, personal reactions to the overweight, and attributions about the 
overweight (see Appendix D). Half of the 24 items are written to indicate greater anti-fat 
attitudes, while the second half of 12 is written to indicate greater acceptance of fat. The 
acceptance items are reverse coded, such that higher scores on all items indicate greater 
anti-fat attitudes. Many researchers have used this measure in its complete form with half 
of the items reverse coded (Wrench & Knapp); however, factor analyses in previous work 
by the author has suggested that the complete scale actually measures two different 
undefined constructs, rather than one. Pilot analyses discussed later include factor 
analysis for this scale.  
Attribution of responsibility measure. The attributions of responsibility (AOR) 
measure is a set of 16 items developed by Gailey and Falk (2008) designed to assess 
perceived responsibility for certain outcomes based on moral wrongfulness, causality, 
knowledge and intentionality. Each item is measured on a 7-point Likert-type scale 
ranging from 1 = Not at all responsible to 7 = Completely responsible (see Appendix E). 
Participants were instructed to think of an obese child and answer the questions about the 
parent of that obese child. The original scale was developed so that 4 sets of 4 items were 
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group into separate constructs (moral wrongfulness, causality, knowledge and 
intentionality), but factor analyses conducted by the researcher in the past have shown 
fewer constructs and repetitive items using this scale. The scale was used in its original 
form, but pilot analyses discussed later include factor analysis for this scale. No items are 
reverse coded.  
Demographic information. This section asked participants for basic 
demographic information such as their age, gender, student status, racial/ethnic 
background, annual income, weight/height, employment and marriage status, parental 
stress, religiosity and political affiliation. All items excluding those regarding religion 
were generated by the researcher and reflect typical demographic measures. Items 
regarding religion were adapted from an empirically tested measure. 
Age Universal Intrinsic-Extrinsic (I-E) scale (revised). The revised Age 
Universal I-E Scale (Maltby, 1999) is a measure originally adapted from Allport and 
Ross’s (1967) Religious Orientation Scale that measures religiosity on three dimensions: 
intrinsic religiosity, extrinsic-personal and extrinsic-social. Religiosity and physical 
health are strongly linked in individuals (Seeman et al., 2003); for the purposes of this 
study, the items from this scale and the questions regarding spouse’s religious beliefs 
were used as demographic individual differences in the model predicting DVs. No items 
were reverse coded, but pilot analyses discussed later include factor analysis for this 
scale.  
Researcher-generated items. In addition to the established scales, participants 
completed a number of items written by the researchers, including:  
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Personal information. This section includes questions about the participant’s 
employment, relationships (past and present) and information about up to four children in 
their household. The last sub-section is for parents only, who are instructed to choose the 
child between the ages of 2-12 with the most recent past birthday, and describe that child. 
Finally, the parent is asked to rank factors from least important (1) to most important (6) 
that influence the food choices for the child, including ‘How convenient the food is to 
buy’ and ‘How nutritious the food is,’ among others.  
Experiences of obese children. Participants were asked to rate the likelihood (in 
terms of percentage) that an obese child will face certain experiences (16 total), 
including: Feel secure, Feel physical discomfort, Play school sports, Fit in with their 
peers, among others.  
Beliefs about weight control/Weight bias. The first subsection measures beliefs 
about how weight is controlled using “I believe…” as a prompt, followed by 7 statements 
about the cause of obesity and progression of obesity in children, including: “…genetics 
are to blame for obesity in adults and children,” “…obesity in young children is normal,” 
“….being the right weight is largely a matter of good fortune,” among others. The second 
consists of 6 statements measuring weight bias, rated on a scale from 0 = Totally disagree 
to 100 = Totally agree, including “Overweight people are probably as happy as normal 
weight people” and “Overweight people should be ashamed of themselves,” among 
others.  
Family practice. Participants are instructed to rate how well each statement 
describes their family today (on a scale from 0-100) and includes 12 statements like 
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“Children are rewarded for finishing their plate of food” and “Many special family 
experiences involve food.”  
Photograph questions, norms about weight recognition. Participants were given 
the photograph just before Section six, which then asked the participant to rate the child’s 
health based on their weight (on a scale from 1 = Severely underweight to 100 = Severely 
overweight), their intent for the child’s weight-loss diet and exercise, their intent to 
encourage the child’s parent to control the child’s weight through weight-loss diet and 
exercise, and how strongly they agree with the statement that there are circumstances 
under which a child’s weight should be controlled with weight-loss diet and/or exercise. 
These were followed by seven questions regarding norms about weight recognition, 
asking participants to rate how their peers, family or close friends, spouse, fellow church 
goers, the child’s peers or the parents of the child’s peers would rate the child’s health in 
terms of weight. Then, parents were asked the same set of questions about their own 
child, followed by a series of questions about their child unrelated to weight.  
Identity as a parent. Only parents were given this identity measure, adapted from 
a measure developed by Styker and Serpe (1994) that measures time in role by asking 
parents how long they have been parents in years and the number of hours per week spent 
in this role, psychological centrality by giving a hypothetical situation in which the 
participant would have to introduce themselves to a co-worker and asking which identity 
they would mention first, and salience by asking them to rank their identities in terms of 
importance. Parents were then asked four questions about their experiences balancing 
parenting and working life, if they are employed, and their participation in organizations 
for parents.  
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Dependent variables. Each of the three purposes of the study was addressed 
using different dependent variables, listed below. 
 First purpose. The first purpose of the study was to test for the existence of 
vicarious social comparison (using the manipulations described) on these perception and 
intent variables. The following questions were designed to serve as the dependent 
variables for the first purpose of the study, to determine whether vicarious social 
comparison influences the accuracy of their perceptions of their child’s health based on 
their weight and their intentions to control their child’s weight. They were written to be 
asked of parents only, and asked only once about the parent’s actual child.  
Weight perception - real. Parents were asked to subjectively rate their child’s 
weight status on a scale from 0-100 (with a rating of 0 signifying “severely underweight” 
and a rating of 100 signifying “severely overweight”).  
Intentions for the real child – weight-loss diet. Parents were asked if they intend 
to put their child on a weight-loss diet in the immediate future. This question was 
measured on a 5-point Likert-type scale: (5 points) ‘Yes,’ ‘Probably,’ ‘Undecided,’ 
‘Probably not,’ ‘No.’ 
Intentions for the real child – exercise. Parents were asked how strongly they 
would consider or oppose deliberately increasing their child’s level of activity. This 
question was measured on a 5-point Likert-type scale: (5 points) ‘Yes,’ ‘Probably,’ 
‘Undecided,’ ‘Probably not,’ ‘No.’ This additional intent measure was included as an 
alternative for those who actively choose not to support putting children on weight-loss 
diets, as parents are increasingly told to avoid calorie restriction-based diets to lose 
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weight and instead told to focus on increasing physical activity in children to allow them 
to grow into their weight.  
Second purpose. The following single-item measure was used as a dependent 
variable to address the second purpose of the study, testing the effectiveness of the AOR 
model on perceptions of responsibility for health outcomes in children. 
Responsibility - parents. Participants were asked to rate on a scale from 0-100 
(with 0 indicating ‘no responsibility whatsoever’ and 100 indicating ‘total responsibility’) 
how responsible they believe parents are for their children’s weight.  
 Third purpose. The following 5 dependent variables were used to address the 
third purpose of the study, to build the statistical model. All dependent variables were 
designed by the author and appear in Section 6 of the survey (see Appendix F). Non-
parents responded to these questions only once for the single photograph they see. 
Parents responded to these questions twice, first about the single manipulated photograph 
they see and then about their own child. These variables and their respective codes are as 
follows: 
Weight perception - fictional. All participants were asked to subjectively rate the 
weight status of the fictional child in the photograph on a scale from 1-100 (with a rating 
of 1 signifying “severely underweight” and a rating of 100 signifying “severely 
overweight”). This rating alone would not serve as the dependent variable, but rather 
deviation from actual weight status, to measure the participants’ ‘misperception’ of the 
child’s weight status. Calculation of deviation scores is described below.  
Intentions for the fictional child – weight-loss diet. Participants were asked if they 
would intend to put the fictional child on a weight-loss diet in the immediate future if 
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they had the authority to do so. This question was measured on a 5-point Likert-type 
scale: (5 points) ‘Yes,’ ‘Probably,’ ‘Undecided,’ ‘Probably not,’ ‘No.’ 
Intentions for the fictional child – activity. Participants were asked if they would 
intend to increase the fictional child’s physical activity if they had the authority to do so. 
This question was measured on a 5-point Likert-type scale: (5 points) ‘Yes,’ ‘Probably,’ 
‘Undecided,’ ‘Probably not,’ ‘No.’ This additional intent measure was included as an 
alternative for those who actively choose not to support putting children on weight-loss 
diets.  
Parent encouragement. Participants were asked if they would intend to encourage 
the parent of the child in the photograph to control their child’s weight either through 
weight-loss diet or exercise. This question was measured on a 5-point Likert-type scale: 
(5 points) ‘Yes,’ ‘Probably,’ ‘Undecided,’ ‘Probably not,’ ‘No.’ 
Control children’s weight. Participants were asked how strongly they agree with a 
statement that a child’s weight should ever be controlled through weight-loss diet and/or 
increased exercise. This question was measured on a 5-point Likert-type scale that ranged 
from “Strongly disagree” to “Strongly agree” which will then be converted to a 100-point 
scale for the purposes of model development. 
Debriefing. This reiterated the information from the information sheet and 
thanked the participants for their participation in the study (see Appendix I). 
Procedure 
 Participants were recruited online through Amazon Mechanical Turk and 
completed the survey online on Survemonkey.com. All materials were approved by the 
Institutional Review Board of the University of Nevada, Reno. They were free to 
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complete the study anytime, and were free to begin and finish the study at their leisure. 
The study was designed to take 45-60 minutes to complete including debriefing, and 
completed in one sitting. Participants were not permitted to log off mid-study or return to 
finish. Participants were offered an opportunity on every web page of the survey to 
voluntarily withdraw from the study. Community members still received monetary 
compensation if they chose to withdraw from the study. When the survey was completed 
and submitted, participants received $.50 compensation toward their Amazon Mechanical 
Turk accounts. No partial compensation was given in any case --- all participants were 
compensated after agreeing to complete the study, even if they chose not to give any 
responses.  
 Recruitment procedure. All participants were recruited on the website Amazon 
Mechanical Turk (MTurk), an online tool that allows researchers to compensate 
community members (referred to as ‘workers’) for completed survey responses. Because 
the researcher was interested in examining parental perceptions of their own children's 
weight and perceptions of children's weight in the general public, it was  important to 
recruit a representative sample of adults that vary in age, gender, race, education and 
income level. A sample of university students would be inadequate for the purposes of 
this research, as the main population of interest is parents of children ages 2-12. Any 
participants without children or only with children under the age of 2 or over the age of 
12 will be considered a non-parent participant. Parents of older children over the age of 
12 are more accurate in their weight perceptions; as a result, any differences between 




Samples found on MTurk are more representative of the U.S. adult general 
population than are standard Internet samples and significantly more diverse than 
American university samples (Buhrmester, Kwang, & Gosling, 2011). The gender split 
between traditional Internet samples and MTurk samples is comparable (57% female 
compared to 55% female, respectively), but a greater percentage of MTurk participants 
were non-white compared to internet samples on average. Although compensation rates 
do affect participation, the data obtained are at least as reliable as data collected by 
“traditional methods” (see Buhrmester et al., 2011) and realistic compensation rates do 
not affect data quality, only data collection speed (albeit only by a difference of hours). 
Moreover, participants are recruited quickly and inexpensively using this method 
(Buhrmester et al., 2011).  
With an MTurk account, the researcher is permitted as many ‘tasks’ as desired, 
called “HITs”. For this study, a HIT is a link to the survey. HITs are organized into 
‘batches’ which are launched through the website. One batch may include any number of 
HITs. For example, for this study, one batch included 250 HITs; in other words, 250 
participants (‘workers’) could access this HIT and link to the survey. There were separate 
tasks posted for parents and non-parents. For non-parents, participants simply read the 
informed consent sheet and were directed into the study after agreeing to participate. 
Parents were required to complete a pre-screening questionnaire. All responded to 
questions in the order they are presented in the Appendices.   
Manipulated photograph procedure. The MTurk service allows for a set of pre-
screening questions that were utilized for parents. The pre-screening questionnaire 
included questions about the demographics of the parent’s child, specifically gender and 
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age. Parents’ responses determined which of a series of SurveyMonkey sites the parents 
were directed to, each set up to match one specific demographic set. Parents who have 
two children between the ages of 2-5 were asked to think specifically of the child who 
had the most recent past birthday, and this determined their child match. For example, 
there was one condition created in SurveyMonkey for parents of girls aged 2-5. All 
parents who completed the pre-screening questions and indicate that their child is a 
female aged 2-5 were directed to this condition. Within this condition, there was a 
random photograph generator that either displayed the upward social comparison (the 
slightly underweight child), the downward social comparison (the severely overweight 
child) or a control comparison that is neither an upward or a downward comparison. For 
each of the possible child demographics, there were two conditions created, one for a 
proximal target and another for a distal target that contained the appropriate vignette.  
Parents. In the first stage, parents completed the pre-photograph questionnaire as 
it is listed. Appendix F contains the entire survey in order as participants saw it, and 
indicates exactly where the photograph was shown. They were then given one of three 
possible photographs. The photograph was of a child that matches their own child on age 
and gender but varied in weight: either slightly underweight (upward comparison), 
severely overweight (downward comparison), or a third child that was normal weight that 
will serve as a control. The type of comparison was randomly assigned; in other words, 
parents were randomly assigned to see either the slightly underweight, severely 
overweight child, or normal weight target. 
   The assignment to comparison condition was completely random and did not 
depend on the weight of the participant’s child. A figure of a slightly underweight 
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individual is considered ideal by children, adolescents, and adults (Collins, 1990; Davies 
& Furnham, 1986; Silverstein, Peterson, & Perdue, 1986; Wardle & Beales, 1986); 
presumably, even if the parent has a child that is very underweight, a comparison to a 
slightly underweight child should be seen as an upward comparison. In contrast, the 
parent of a very overweight child may still see a very overweight target (the fictional 
child in the photograph) as a downward comparison, because they may not believe that 
their own child is very overweight (Eckstein, et al., 2006; Huang et al., 2009; Vanhala et 
al., 2011; West et al., 2008).  
This photograph was followed by perception questions for the photograph given 
(all of which are phrased to be hypothetical about the fictional child shown, see Appendix 
F) and questions regarding their own child’s weight (see Appendix F). When answering 
questions about their own child’s weight, they were instructed to think closely about the 
child in the photograph to make the target comparison salient. Only parents were 
included in the experimental manipulation.  
  Non-parents. Non-parent participants were randomly assigned a single 
photograph of either a slightly underweight or severely overweight child  that was either 
male or female, and either between 2-5 years old, between 6-9 years old, or between 10-
12 years old (one of a total of 12 photos), along with the perceptions questions. Severely 
underweight children were used because they are considered the ‘ideal’ size for a child 
(Collins, 1990; Davies & Furnham, 1986; Silverstein, Peterson, & Perdue, 1986; Wardle 
& Beales, 1986) and thus, should always be considered an upward comparison. Severely 
overweight children were chosen because they are obviously obese which presumably 
means they are always seen as a downward comparison. The perception questions for the 
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photograph were identical to those given to the parents. However, non-parents were not 
asked to answer questions about any real children (since they do not have children), only 
the one shown in the photograph (see Appendix G for all photographs, though non-parent 




Chapter 11: Pilot Study Results 
 All data cleaning and statistical analyses were conducted using PASW and 
STATA. All cleaning was conducted using the data appropriate for the planned analyses, 
i.e., data for parents and non-parents were combined to assess usefulness of scales and 
researcher-generated items. The sample for the pilot study was collected through MTurk 
as described, however, because no restrictions were set on MTurk to exclude non-U.S. 
workers, this sample was unintentionally drawn from a worldwide population. All data 
were collected between April 3 and April 10, 2013.  
 Participants. Power analyses revealed that a sample of at least 138 participants 
(parents and non-parents) is required to detect a minimum correlation of .3 with a power 
level of .95 and a significance level alpha of .05. A total of 224 non-parents began the 
survey. There are at least partial data available for 165 non-parents. For the purposes of 
the pilot study, listwise deletion was used to deal with missing data. As such, Ns reported 
will vary between analyses. Non-parents ranged in age from 18 to 66, 43.3% were male 
(N=97), 29.9% female (N=67) and 26.8% did not indicate a gender (N=60.0%). Of the 
participants, 77.7% indicated that they had earned a bachelor’s degree or higher and the 
median income range was $15,000 - $17,499.  
 A total of 389 parents began the survey, and there are partial data for 388 of them. 
Missing data are dealt with similarly to non-parents. Parents ranged in age from 18 to 58. 
Of the participants, 34.7% were male (N=135), 27.8% were female (N=108) and 37.5% 
(N=146) did not indicate a gender. Seventy nine percent indicated that they had earned a 
bachelor’s degree or higher, and the median income range was $10,000 - $12,499.  
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Cleaning. Frequency and descriptive analyses were conducted on all variables to 
check for data entry errors. There were four items for which participants were allowed to 
freely enter values: years of employment, months of employment, participants’ height in 
feet, and participants’ height in inches. These variables were examined closely and 
responses were edited when possible using logical rules. For example, for the item ‘How 
long have you been employed (in years)?’ the response ‘1992’ was edited to 21 (to 
represent 21 years, 2013-1992). These items were revised on the full study to include 
constrained responses as to prevent these data entry errors.  
Participants were given a scale form 0 -100 for several items in the survey, and 
these responses were restricted (i.e., participants were given a ‘drop-down’ menu with 
choices from 0-100). However, because of the way SurveyMonkey records these 
responses in the dataset, these items were recorded on scales from 1-101; each item was 
then recoded on a scale from 0-100 as originally intended. Descriptive statistics including 
mean, median and standard deviation were calculated for all scale items. For each item, 
each of these (mean, median, SD) were roughly equal to all other items in the same scale.  
Inclusion criteria for scale items – inter-item correlations. To determine 
inclusion in a particular scale, inter-item correlations for all items should be > .3 for 
longer scales (“longer” scales subjectively determined), and > .5 for shorter scales 
(ideally > .7, “shorter” scales subjectively determined). Additionally, correlations 
between all items in a scale and a standard set of criterion variables (age, sex, education, 
employment level) should be the same. Scales are used to measure specific constructs 
that cannot be measured by a single item (rather, by a set of items), so all items for a 
particular scale will ideally be similarly correlated with a standard set of criterions 
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variables. These criteria apply to established scales and researcher-generated scales. 
Cronbach’s alpha reliability analyses are available for all measures in Table 13. 
GSES. The GSES is composed of 10 items and inter-item correlations between 
them were high (above .5). Correlations between items and all criterion variables were 
similar.  
AFA/DFPS. Historically, researchers have used the AFA and DFPS scales both 
separately, as two distinct scales, and as a single combined score (Morrison & O’Connor, 
1999). For the purposes of these analyses, they were treated as separate scales. The AFA 
scale was composed of 10 total items; almost none were very highly correlated with any 
others (r < .5). The original scale is located in Appendix D. Item 9 was unrelated to all 
others. Item 4 loaded differently with at least two criterion variables; all others loaded 
similarly. Items 1, 3, 5, and 7 were slightly correlated, and items 4 and 8 were slightly 
correlated. The DFPS scale was composed of 14 total items. Similar to the AFA scale, 
items on DFPS were unrelated to one another.  Half of the items loaded differently with 
at least two criterion variables.  
AOR. There were 16 total items to measure weight bias, which have previously 
fallen into four distinct factors: causality, intentionality, knowledge and moral 
wrongfulness (Gailey & Falk, 2008). Inter-item correlations were calculated between 
items for each factor. For the causality factor, all items correlated to one another above 
.5. For knowledge, one item correlated below .3 with all others. For intentionality, items 
9 and 11 correlated below .3 with one another. For moral wrongfulness, item 13 was 
unrelated to all others. Two items from causality and one from knowledge loaded 
differently with at least two criterion variables; all other items load similarly. 
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Weight bias. There were 6 total items to measure weight bias, all created by the 
researchers. Items 1, 2, and 3 were all correlated with each other above .5; however, they 
all correlated systematically under .5 with items 4, 5, and 6 (which were all highly 
correlated to one another). Item 3 loaded differently with employment level and age than 
did items 1 and 2. Items 4, 5, and 6 loaded similarly with criterion variables.  
Weight belief. There were 8 total items to measure weight belief, all created by 
researchers. Correlations were above .5 between items 1 - 6 in all combinations. 
Correlations between items 1 – 6 and items 7 and 8 were below .3. The correlation 
between 7 and 8 was also below .3. All items load similarly on criterion variables with 
the exception of item 7.  
Religiosity. There were 12 items used to measure religiosity, all taken from the 
revised Age Universal I-E Scale (Maltby, 1999). Inter-item correlations among items 1 – 
9 were high (above .5). Correlations between each of these items and items 11 and 12 
were low (below .3). Items 11 and 12 also loaded differently with at least two criterion 
variables.  
Inclusion criteria for scale items - factor analysis. Exploratory Factor Analysis 
(EFA) was used to determine that all established and researcher-generated scales measure 
the intended construct. Output from the FA remained unrotated as the data were uni-
dimensional. Only factors with eigenvalues greater than 1 are used and loadings ideally 
were > .7, though some items with loadings between .5 and .7 were retained. All items 
which fractured or fell into a second factor with a low loading were thrown out.  
GSES. Factor analysis revealed one factor containing all items. All items were 
used in their original form and combined into a single factor for analyses.  
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AFA/DFPS. Factor analyses were conducted separately on the AFA and DFPS 
scales. Two factors emerged in the AFA scale. Factor 1 contained items 1 – 8 and item 
10. Factor 2 contained item 9. Based on inter-item correlations and FA, items 1, 3, and 5 
were combined into one factor for analyses, labeled AFA Scale. Item 7 was used as a 
single item in analyses. All other items were excluded from analyses.  
Four factors emerged from the DFPS items. Based on inter-item correlations and 
FA, items were combined into four distinct factors for analyses: (1) ‘Fat as 
untrustworthy’ was composed of items 2, 4, 6, 7, and 14 (e.g., ‘I have a hard time taking 
fat people too seriously’); (2) ‘Weight affects attitudes toward other characteristics’ was 
composed on items 3, 10, and 11 (e.g., ‘Overweight people are just as smart or dumb as 
thin’); (3) Relationships with fat people’ was composed of items 5 and 12 (e.g., ‘I don’t 
have many friends who are fat’.) in addition to two items written by the researchers (‘It is 
hard to enjoy outdoor activities with overweight friends’ and ‘I enjoy recreational 
activities with my overweight friends’); and (4) ‘Classic discomfort’ was composed of 
items 7 and 9 (e.g., ‘If I were an employer, I would have no problem hiring someone 
overweight’.).  
AOR. Factor analysis revealed three distinct factors; however, a fourth factor had 
an eigenvalue of .976 (signifying that this factor, composed of a combination of items, 
does not explain any more variance than a single item). Four factors were used for 
analyses to retain similarity to the current scale: (1) ‘Causality’ was composed of all four 
original items from this factor along with item 13, one of the original moral wrongfulness 
items (i.e., ‘Could the parent have prevented the child from becoming overweight?’); (2) 
‘Knowledge’ was composed of all four original knowledge items; (3) ‘Intentionality’ was 
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composed of all four original intentionality items along with item 15, one of the original 
moral wrongfulness items (i.e., ‘Was the parent deceitful when the child became 
overweight?’); and (4) ‘Moral wrongfulness’ was composed of the remaining original 
items (items 14 and 16) in addition to two items written by researchers (‘Is the parent a 
good person?’ and ‘Was it ethical for the parent to allow the child to become 
overweight?’). 
Weight belief. Factor analysis revealed one factor. Items with loadings below .5 
were discarded. Based on inter-items correlations and FA, items 1, 3, 4, 5, and 6 were 
combined into a single factor labeled ‘Weight Beliefs’ for analyses. Items 2, 7, and 8 
were discarded.   
Weight bias. Factor analysis revealed two distinct factors. Based on inter-item 
correlations and FA, items were separated and combined into two factors for analyses: (1) 
‘Body image’ was composed of items 1 – 3 (e.g., ‘I generally feel good about myself, 
regardless of my weight’); and (2) ‘Feelings toward others’ was composed of items 4 – 6 
(e.g., ‘Overweight people should wear clothes that hide their shape’).  
Religiosity. Factor analysis revealed two distinct factors, the first containing items 
1 – 9, and the second containing items 10, 11 and 12 (though loadings were all < .7). 
Based on the examination of inter-item correlations and FA, these items were used as 
they were written but split into two separate factors for analyses. Religiosity, spiritual 
motivation was composed of items 1 - 9 (including, for example, ‘Prayer is for peace and 
happiness’.). Religiosity, fellowship motivation was composed of items 10 – 12 
(including ‘I go to church because it helps me make friends’.).    
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Conclusion. The pilot study was successful in that it allowed researchers to 
identify invalid or unnecessary items to remove them from the full study and revealed 
any areas in which data collection could become more effective or efficient, e.g., 
restricting response options to avoid outliers in the case of participants entering their own 
age, height, weight, etc.  In addition, each subscale was fit to these data specifically to 
assure its validity in the full study.  
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Chapter 12: Full Study Overview 
 The pilot study procedure described above was conducted with the purpose of 
revising the survey instrument for the full study, conducted immediately afterward.  
Method 
 The full study was conducted similarly to the pilot study, described in Chapter 10. 
Participants 
 Like in the pilot study, participants include both parents and non-parents. This 
sample was restricted to U.S. workers through MTurk. Power analyses conducted prior to 
data collection indicated that a minimum of 210 parents and a minimum sample of 572 
(combined parents and non-parents) were required to detect a medium effect (f2 = .10) 
with a power of .90 and a significance level alpha of .05 (Faul, Erdfelder, Buchner, & 
Lang, 2009; Keppel & Wickens, 2004). 
Non-parents. A total of 837 non-parents participated, who ranged in age from 18 
– 83 years (M = 33.8, Median = 28). Of the non-parents who completed the survey, 
53.5% were male, 35.2% were single/never married while 26.1% were currently married. 
Seventy-six percent indicated that they had lost and regained weight, 87.9% had 
completed a bachelor’s degree or less, and the median income was between $40,000 and 
$49,999.  Over one quarter of non-parents (26.5%) indicated that they had no religious 
affiliation, while 31.5% indicated that they were either Atheist or Agnostic. Fourteen 
percent were Catholic, 23.2% were Protestant, and 5.1% identified as Jewish, Orthodox, 
Muslin, Hindu or Buddhist.  Of the non-parents who completed the survey, 80.9% were 
White, 48.6% were normal weight and 45.9% were either overweight or obese according 
to BMI calculations (described below). When judging the weight of the child in the 
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photograph, 70.9% of non-parents underestimated the weight status of the child (i.e., 
believed the child to weigh less than the child actually weighed) and 29.1% 
overestimated the weight status of the child (i.e., believed the child to weight more than 
the child actually weighed).  
Parents. A total of 867 parents participated, who ranged in age from 18 – 95 
years (M = 34.3, Median = 33). Of the parents who completed the survey, 71.7% were  
female, 11.9% were single/never married while 63.1% were currently married. Seventy-
eight percent indicated that they had lost and regained weight, 86.9% had completed a 
bachelor’s degree or less, and the median income was between $50,000 and $59,999. 
Over one quarter of parents (26.8%) indicated that they had no religious affiliation, while 
20.2% indicated that they were either Atheist or Agnostic. Fourteen percent were 
Catholic, 32.0% were Protestant, and 6.8% identified as Jewish, Orthodox, Muslin, Hindu 
or Buddhist.   
Of the parents who completed the survey, 78.5% were White, 42.7% were normal 
weight and 52.8% were either overweight or obese. When judging the weight of their 
own children, 80.4% underestimated their child’s weight status (i.e., believed their child 
to weigh less than the child actually did) and 19.6% overestimated the child’s weight 
status (i.e., believed their child weighed more than the child actually weighed).  When 
judging the weight of the child in the photograph, 67.9% underestimated the weight 
status of the child, while 32.1% overestimated the weight status of the child. Of the 
parents who completed the survey, 517 of them provided information about their own 
child. Of their children, 55.8% were male, 42.7% were normal weight while 40.2% were 
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overweight or obese according to BMI calculations, and they ranged in age from 2 – 12 
years (M = 5.78, Median = 5).  
Procedure, Design and Materials 
The full study was conducted in a manner similar to the pilot study. Participants 
were recruited and completed the study online at the Amazon MTurk website. Each 
survey required 45-60 minutes to complete and participants were compensated with $.50 
deposited into their MTurk accounts. No partial compensation was awarded --- all 
participants who consented to begin the survey were paid the full $.50 in compliance with 
UNR IRB requirements. The procedures for the manipulated photograph and revised 
surveys for both parents and non-parents are described above. 
Design. For the sample of parents, this study employed a 3 (Valence of 
comparison: upward comparison versus downward comparison or control condition) x 2 
(Proximity to target: proximal target versus distal target) experimental between-subjects 
factorial design. The manipulation for proximity to the target was not implemented 
correctly in the survey
1
, so a manipulation check was not conducted. A total of 470 
parents completed the section of the study with the manipulation portion: 43.6% were 
given an upward comparison, 37.4% were given a downward comparison and 18.9% 
were given a control comparison.  For the sample of non-parents, no manipulations were 
used.  
Materials. In addition to the revisions made to the survey after the pilot study, 
several items were added to the instrument for the full study. These included: (1) a 
                                                          
1
 The survey was constructed using branching, and the links to the photographs with the vignettes were not 
placed correctly in the survey. As a result, only roughly one of every six parent participants read a vignette 
attached to the photograph they were given. 
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current relationship status item; (2) an item asking participants to provide the number 
printed on the photograph (to indicate which photograph was randomly chosen for them; 
and (3) an item asking when the last time was that the participant had lost and regained 
weight (if they answered affirmatively to having lost and regained weight). 
 Two established scales were also added: the Health Locus of Control scale 
(HLOC) and the Weight Locus of Control scale (WLOC).  
Health locus of control.  The Health Locus of Control Scale (HLOC) is an 18-
item measure scored on a 6-point scale ranging from Strongly Disagree (score of 1) to 
Strongly Agree (score of 6) (Wallston et al., 1978). The scale measures beliefs about 
personal health and health-related behaviors, specifically regarding internal or external 
determinants of health (see Appendix C for this and the next WLOC scale). Half of the 
18 items are written to indicate an external locus of control for health (that health is 
totally out of control of the individual but is determined by external factors like luck or 
medical professionals), and these items will be reverse coded. Higher scores on this scale 
with these reverse coded items overall indicate greater belief in an internal locus of 
control. In other words, participants who score higher on this scale believe that they are 
personally in control of their own health.  
Weight locus of control. The weight-specific health locus of control scale 
(WLOC) is a 4-item measure scored with the same agreement scale as the HLOC (scores 
of 1 – 6, with 1 = Strongly Disagree and 6 = Strongly Agree). This scale was designed by 
Saltzer (1982) to measure beliefs specifically about how weight is maintained (see 
Appendix C). Two items are written to indicate belief in an internal locus of control for 
weight, and two indicated an external locus of control for weight. The externally-worded 
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items will be reverse coded, such that higher scores on this scale indicate greater belief in 
an internal locus of control for weight, much like the scale for general health.  
Data collection 
Data were collected using the same procedure used for the pilot study. Links to 
the surveys (one for parents and one for non-parents) were posted on the website for 
Amazon Mechanical Turk (MTurk). Each batch contained 250 HITs, i.e., 250 participants 
were allowed to access the survey through that batch. This allowed for maximum 
efficiency in data collection, as studies have shown that participants are less likely to 
participate when batches contain more than 250 HITs (Martini & Springer, under 
review). All data for the full study were collected in 15 days, between October 3 and 
October 18, 2013. As a comparison, if data were collected through a student subject pool 
using a program like SONA, this sample size would likely require at least one full 
semester (roughly 150 days).  
Missing data. With normal data, there is no conclusive method for testing 
whether missing data are missing completely at random (MCAR) (Raykov, 2011). 
However, a test exists which would indicate whether a condition necessary for MCAR 
known as ‘observed at random’ (OAR) is present (Raykov, Lichtenberg, & Paulson, 
2012). To test whether the data are OAR, first, a grouping variable must be defined which 
differentiates between those participants with data missing on some variable of interest 
and those without. If a test of difference of variances or means between these groups 
(such as an independent samples t-test or Levene’s test for equality of variances) is non-
significant, this indicates that the data may be OAR. If the data are OAR, there is less 
than 5% missing data, and the sample size is large (at least 400 cases), then listwise 
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deletion (also known as complete case analysis) may be used without substantial loss of 
power. If the percentage of missing data is larger than 5%, then any method appropriate 
for analysis of data missing at random (MAR) may be used (e.g., maximum likelihood or 
multiple imputation). Fortunately, MAR-based methods are robust against violations of 
MAR and unless the data strongly suggest not missing at random (NMAR), the 
consequences of assuming MAR (and using MAR-based methods) are relatively minor. 
Because parents completed more items and the variables of interest differ between them, 
missingness was evaluated in two datasets: the parents alone, and the combined set with 
parents and non-parents.  
Parents. Variables were created to designate those cases with values missing on > 
20% of items for each measure and those with values collected (e.g., cases with > 20% 
missing values on items for the AOR measure are coded as ‘1’ while cases with < 20% 
missing values on items for the AOR measure are coded as ‘0’). These variables were 
created for the following measures: obese child percentage ratings, GSES, HLOC, 
WLOC, Weight Bias, Weight Belief, AOR, AFA/DFPS, religiosity, routines questions.  
Chi-square analyses reveal no significant differences between these groups on 
gender, current relationship status, or current employment status (p > .05). Independent 
samples t-tests revealed no significant differences between those with scores on HLOC, 
Weight Bias and Weight Beliefs and those without on age or participant BMI (p > .05). 
Results of these tests reveal that data may be assumed to be OAR. As such, data are 




Combined. Missing data assessment for the combined dataset was similar to that 
of the parent-only dataset. Like with the parent-only dataset, there were no significant 
differences between cases with substantial missing data and those without on gender, 
current relationship status or current employment status (p > .05). These variables were 
chosen because participants who did not provide values for the scale items (measuring 
obese child percentage ratings, GSES, AOR, DFPS, and religiosity) were also unlikely to 
provide BMI or age. Thus, comparisons on BMI or age for those missing or not missing 
data were not possible. Results of these tests reveal that data may be assumed to be OAR. 
As such, data are considered MAR for analyses and all analyses are performed using MI 
estimation. 
Cleaning. Scores for each of the established scales were calculated by converting 
the scores on each item to a 100-point scale and then by averaging the scores of each of 
the individual items, first by summing the scores and dividing by the total number of 
items (accounting for reverse-coded items when necessary). Conversion to a 100-point 
scale is used simply for ease of interpretation in the analyses when examining Beta 
coefficients. Scores were interpreted such that higher scores reflect stronger belief for the 
measure in question (including the General Self-Efficacy Scale, the Locus of Control 
scales, Attribution of Responsibility scale, the Anti-fat Attitudes/Dislike of Fat People 
scale, the Intrinsic/Extrinsic Religiosity scale).  
Data calculation/category assignment. Several variables were not used as 
provided by participants; rather, scores were calculated using multiple pieces of 
information. The process for calculating these scores is described below. 
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Parent BMI calculation, status assignment. Participants’ BMI scores were 
calculated using the height and weight provided by participants and the established 
formula: Height in Inches
2
/ Weight in lbs x 703 (Centers for Disease Control and 
Prevention, 2009). Participants’ BMI scores reflect amount of body fat, with higher 
scores indicating higher body fat. BMI categorizations for adults according to the Centers 
for Disease Control and Prevention are as follows: < 18.5 = Underweight, 18.5 – 24.9 = 
Normal weight, 25 – 29.9 = Overweight, and ≤ 30.0 = Obese (Centers for Disease 
Control and Prevention, 2011).  
Child BMI calculation, status assignment. Children’s BMI scores were 
calculated using the children’s heights and weight provided by parents and the same CDC 
formula stated above. BMI categorizations for children depend on gender and age. All 
children were assigned a categorization. These were used to test the accuracy of parents’ 
judgments of their children’s weight. Although there was a chance that parents reported 
inaccurate estimates of their children’s weight and height, historically, these estimates 
have been very accurate (Baughcum, Chamberlain, Deeks, Powers, & Whitaker, 2000; 
Maynard et al., 2003). 
Dependent variables.  
Deviation scores – real child. This will measure the parents’ ‘misperception’ of 
the child’s weight.  It is a subjective measure, rather than an objective measure of 
difference of weight in pounds. Although parents’ reports of their children’s weights in 
pounds were very accurate, their perceptions of their children’s health (healthy versus 
unhealthy) based on their weight were not (Baughcum, et al., 2000; Maynard et al., 
2003); in this way, a parent could know objectively exactly how much their child weighs 
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in pounds, but still not perceive their child as overweight or unhealthy. Parents must 
perceive their child as overweight in order to perceive a health risk. 
During the survey, parents were asked to subjectively rate the health of their 
actual child based on the child’s weight on a scale from 0-100 (with a rating of 0 
signifying “severely underweight” and a rating of 100 signifying “severely overweight”). 
The actual child’s BMI was calculated (using the parents’ reports of their child’s height 
and weight, which has been shown to be fairly accurate in the past [Dammann, Smith, & 
Richards, 2011]). The children were then assigned corresponding scores on the 100-point 
scale, i.e., children who were classified as “normal weight” according to their BMI scores 
were assigned a score of 50. Deviation scores were then calculated using difference 
between the perceived weight status of their child and their child’s actual weight status. 
Parents’ scores on the Deviation measure can range from 0-100, with higher scores 
reflecting greater deviation from the actual weight status, i.e., parents with greater 
deviation scores were less accurate judges of their child’s weight status. For example, if 
the parent’s child has a BMI in the 90
th
 percentile or greater (meaning the child weighs 
more than 90% of other children the same age, height and gender), then this child will be 
labeled as “severely overweight” and would be assigned a weight status score of 100 for 
the study. When asked to rate the child’s health, if the parent labels the child “normal 
weight” (which would be a score of 50), that parent’s deviation score will be a 50. If the 
parent instead labels the child as moderately overweight (scored as 75), the parent’s 
deviation score would be 25. Parents were allowed to give any numerical label between 
0-100, and their deviation scores were calculated according to the child’s actual weight 
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status score. Larger deviations were treated as greater misperception of their child’s 
weight status.  
Deviation scores – fictional child. During the survey, all participants were asked 
to subjectively rate the health of the child in the photograph based on the child’s weight 
on a scale from 0-100 (with a rating of 0 signifying “severely underweight” and a rating 
of 100 signifying “severely overweight”). The child in each photograph was assigned a 
weight status score according to his or her BMI, e.g., the severely overweight girl aged 2-
5 was assigned a weight status score of 100. Participants’ deviation scores were 
calculated similarly to the scores for parents. Participants’ scores can range from 0-100, 
with higher scores reflecting greater deviation from the actual weight status or greater 
misperception of weight status. 
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Chapter 13: Results 
 All statistical analyses were conducted using PASW, Amos, and Stata. All data 
were cleaned according to the procedure described above and meet the basic assumptions 
of all planned analyses (except where noted). All analyses were conducted using multiple 
imputation (MI) for missing data with 25 imputations. Imputed data were generated by 
Stata using current employment status, BMI, BMI status, race, age, current marital status, 
gender and education as auxiliary variables and imputing risk questions, mealtimes 
routines, weight bias and belief scales items, religiosity scale items, weight bias items, 
weight belief items, the AOR items, DFPS and AFA, HLOC and WLOC items.  
Imputed Data 
 Once imputed, the researcher used the rowmean function in Stata to combine all 
imputed variables to single dataset with the original number of complete cases (1704). 
These variables were used in a confirmatory factor analysis (CFA) to determine how they 
fell into their respective scales. Scale composition did not change between the pilot study 
and the full study for scores on GSES, AFA, religiosity, weight bias, and weight belief 
measures. Cronbach’s alpha reliability measures are available in Table 13. Scale 
composition did change slightly for the following scales: 
 Attributions of responsibility (AOR). CFA revealed four factors with 
eigenvalues over 1 and all factor loadings were minimum .45. The Causality factor 
included all five Causality items, and one Knowledge item. The Knowledge factor 
included the remaining Knowledge items. The Intentionality factor included all but the 
third Intentionality item, and the Moral Wrongfulness factor included all but the third 
Moral Wrongfulness item.  
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 Health Locus of Control (HLOC). CFA revealed two factors with eigenvalues 
over 1 and all factor loadings were minimum .45. The first factor was designated the 
‘Internal’ factor included items 1, 6, 12, 13 and 17. The scale is included in Appendix C. 
One example of an item from this factor is, “I am in control of my health.” The second 
factor was designated ‘External’ and included items 9, 10, 11, 14, 15 and 18. Example of 
items from this factor include, “Health professional control my health.” and “My good 
health is largely a matter of good fortune.” 
 Experiences of obese children. These items were tested using EFA to determine 
whether they measured a single construct. EFA revealed two factors with eigenvalues 
greater than 1 for the experiences questions. All items had minimum factor loadings of 
.45. Items 1, 2, 8, 9, 10, and 15 loaded onto the first factor, designated ‘Positive’ 
experiences, while items 3, 4, 5, 6, 7, 11, 12, 13, and 14 loaded onto the second factor, 
designated ‘Negative’ experiences. The prompting question for these items was “What do 
you think are the chances that an obese child will…” and examples from positive items 
include ‘Feel secure’ and ‘Fit in with their peers’ while examples from negative items 
include ‘Lack a social life outside of school’ and ‘Feel sadness.’  
 Mealtimes routines. Mealtimes routines questions were tested to determine 
whether they measured a single construct. EFA shows one factor with an eigenvalue of 1 
and minimum factor loadings of .45. This factor includes items that reflect positive 
mealtime routines, or routines that lead to healthier eating behaviors, including the family 
eats dinner at the same time, the family eats dinner together, and food is often made from 
scratch or fresh ingredients. There was a second factor with an eigenvalue less than 1 that 
included two items indicating that the participants included others in their mealtimes 
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routines regularly, including “Meals are eaten at the homes of others.” and “Non-family 
members join our family for meals.” 
 Dislike of Fat People Scale (DFPS). CFA revealed one factor with an eigenvalue 
over 1 and minimum factor loadings of .45. The factor included items 1, 2, 3 (reverse 
coded), 4, 6, 7, 10, 11 (reverse coded), 12, and 14 and reflected general disliking (e.g., “I 
tend to think that people who are overweight are a little untrustworthy.” and “If I were an 
employer, I might avoid hiring a fat person.”) of the overweight.  
Results 
Manipulation check questions testing whether participants correctly understood 
the direction of comparison were unsuccessful. Parents given downward comparisons did 
not rate the fictional child as significantly heavier nor did they rate the fictional child as 
weighing more than did parents given an upward comparison (ps > .05).  
First Purpose 
 The first purpose was to test vicarious social comparisons for parents; thus 
analyses in these sections used only the parent sample. Preliminary examinations of the 
dependent variables revealed no violations of the assumptions of independence or 
normality, however, tests of homogeneity (Box’s M and Levene’s test) revealed 
violations of the assumption of heteroskedasticity for parents’ deviation scores and 
intentions to put their own child on a diet. A square transformation fixed the violation for 
parents’ deviation scores.  
Hypotheses one and two. Hypothesis one stated that parents given an upward 
comparison will respond with a larger deviation from their child’s actual weight status 
and describe themselves as more likely to put their child on a weight-loss diet and 
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increase their child’s physical activity than those given a downward comparison. 
Hypothesis two stated that the main effect for direction of comparison would be qualified 
by an interaction with proximity of the target. Unfortunately, the manipulation for 
proximity of the target was not implemented successfully, so direct effects from 
proximity and interaction effects between direction and proximity cannot be measured. 
Only the direction of comparison was included as a manipulation in the following 
analyses. 
Standard procedure in STATA to test multiple dependent variables is to conduct a 
multivariate analysis of covariance (MANCOVA) followed by a multivariate regression. 
Multivariate analyses were chosen to test hypotheses one and two because the dependent 
variables are presumed to be related, so results from separate univariate analyses will be 
redundant and difficult to integrate. Further, the likelihood of committing error increases 
when repeatedly using the same sample of data (Wendorf, 2004). The independent 
variable is the direction of comparison (upward, downward, control) and dependent 
variables include the absolute value of parents’ deviation scores, intentions to put their 
own child on a weight-loss diet, and intentions to increase their own child’s exercise. 
Covariates were chosen as factors with statistically significant influence on parents’ 
accuracy (Abbott et al., 2010; Doolen, Alpert, & Miller, 2009; Mamun, et al., 2008). 
Covariates include parent BMI, child age, child gender and child BMI. The model is 
statistically significant overall (Wilk’s λ = .745, F(18, 396) = 6.80 p < .0001).  
All predictors, with the exception of parent BMI, were significant predictors in 
the overall model: child BMI (Wilk’s λ = .904, F(3, 394) = 13.88, p < .001), child age 
(Wilk’s λ = .917, F(3, 394) = 11.82, p = .001) and child gender (Wilk’s λ = .976, F(3, 
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394) = 3.959, p < .05). Parents reported stronger intentions for weight-loss diet and 
exercise and higher deviation scores as child BMI increased; intentions were also 
stronger for those with male children compared to those with female children. Parents’ 
intentions for weight-loss diet and exercise were stronger as the child became older, 
however, their deviation scores were lower. To assess each predictor’s contribution to the 
dependent variables, a multivariate regression was conducted using multiply imputed 
data with the same independent and dependent variables. The model was significant for 
all three dependent variables (ps < .001) and accounted for 7.4% of the variance in 
intentions to put their own child on a weight-loss diet, 6.1% of the variance in intentions 
to increase their own child’s exercise, and 14.9% of the variance in the absolute value of 
parents’ deviation scores.  A main effect for direction of comparison emerged for parents’ 
deviation scores: parents given an upward comparison (M = 28.13) scored significantly 
higher on deviation from their actual child’s weight status than those given a control 
comparison (M = 11.58) (p < .001). There was no main effect for direction of comparison 
for intent for weight-loss diet or intent for exercise (ps > .05). 
 Research Question One. Research question one was written to explore how 
parents’ individual differences influenced intentions to put their child on a weight-loss 
diet, intentions to increase their child’s exercise, and deviation from their child’s actual 
weight status. Analyses conducted to test research question one are similar to those 
conducted to test hypotheses one and two. These included a multivariate analysis of 
covariance (MANCOVA) followed by a multivariate regression analysis (as is standard 
when using STATA to test multiple, related dependent variables). Independent variables 
include marital status, education, current employment status, gender, age, whether they 
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had ever lost and regained weight, BMI status, years as a parent and religiosity (both the 
fellowship and spirituality factors), and scores on each scale measure: both factors of the 
weight bias scale (Others and Body Image), the weight belief scale, DFPS, two factors of 
the Health Locus of Control (HLOC) (Internal and External), scores on the Anti-Fat 
Attitudes scale (AFA), scores on the positive and negative experiences of obese children, 
scores on positive mealtimes routines and mealtime routines with others, Weight Locus 
of Control (WLOC) and General Self-Efficacy Scale (GSES). Dependent variables 
include parents’ deviation scores, parents’ intent for weight-loss diet for their own child, 
and parents’ intent to increase their own child’s exercise. The model is significant overall 
(Wilk’s λ = .482, F(99, 731) = 2.03, p < .0001). The model accounts for 29.40% of the 
variance in intent for weight-loss diet, 17.22% of the variance in intent to increase their 
child’s exercise and 17.51% of the variance in deviation scores. Although one model was 
built to predict all three dependent variables, significant predictors for each dependent 
variable will be discussed separately.  
Intentions for weight-loss diet. Parents’ intentions to put their own child on a 
weight-loss diet were significantly predicted by their gender, BMI status, scores on the 
Weight Belief Scale and scores on the Others factor of the Mealtimes Routines scale. See 
Table 1a for coefficients. Compared to participants who were underweight, those who 
were normal weight, overweight or obese reported weaker intentions to put their child on 
a weight-loss diet and intentions to put their own child on a weight-loss diet are stronger 
for parents with higher scores on the Weight Belief Scale and higher scores on the Others 
factor of the Mealtimes Routines scale (ps < .05). Male parents (M = 10.57, SD = 22.65) 
also report stronger intentions than female parents (M = 5.51, SD = 16.18; p < .05).   
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Intentions for exercise. Several variables were significant predictors of parents’ 
intentions to increase the exercise of their child. Stronger intentions to increase their 
child’s exercise were reported as the length of time the participant identified as a parent 
increased and as scores increased on perceptions of the likelihood of negative experiences 
(ps < .05). As age of participant increased, intentions to increase exercise were weaker. 
Additionally, intentions were stronger for those who had lost and then regained the 
weight (M = 37.07, SD = 33.34 for those who had lost and regained, M = 25.29, SD = 
33.90 for those who had not) (ps < .05). Compared to underweight parents (M = 30.66, 
SD = 34.14), overweight and obese parents (M = 32.32, SD = 37.32 and M = 35.48, SD = 
38.58, respectively) reported significantly weaker intentions to increase their child’s 
exercise (p < .05). See Table 1b for coefficients.  
 Deviation from actual weight status. Two variables in the model significantly 
predicted parents’ deviation scores: parents’ BMI status and scores on the DFPS measure. 
Obese parents’ scores deviated a greater amount than did scores of underweight parents 
and deviation scores increased as scores on the DFPS measure increased (ps < .05). See 
Table 1c for coefficients.  
Second Purpose 
 The second purpose was to test the existing model of Attributions of 
Responsibility (AOR) to predict how attributions of responsibility influence perceptions 
of parental responsibility for weight in children for both parents and non-parents; thus 
these analyses used the entire sample (parents and non-parents). A single regression 
model was used to test research question two using all demographic variables (as in 
previous studies, see Gailey, 2013) and scores on each of the AOR subscales as 
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independent variables, and perceptions of parental responsibility for children’s weight as 
the dependent variable. The overall model was significant (R
2
 = .27, F(22, 763) = 15.99, 
p < .0001). Three variables significantly predicted perceptions of parental responsibility 
for children’s weight. Participants attributed more responsibility to parents for their 
children’s weight as scores on the Causal factor of the AOR measure increased (β = .519, 
p < .001) and female participants (M = 79.3, SD = 20.89) attributed more responsibility 
for parents than did male participants (M = 75.6, SD = 22.92) (p < .05). Normal weight, 
overweight and obese participants attributed more responsibility to parents for their 
children’s weight than underweight participants (p < .05) See Tables 2 and 3 for 
coefficients and pairwise comparisons.  
Third Purpose 
 The third purpose was to explore how individual differences between participants 
(both parents and non-parents) influenced (1) deviation between perceptions of the 
child’s weight status from the fictional child’s actual weight status; (2) intentions for the 
fictional child in terms of weight-loss diet or exercise; (3) intentions to encourage parents 
to control their children’s weight; (4) and beliefs about controlling children’s weight in 
general for all participants (parents and non-parents).  
 Because many of the measures were developed by the researchers, and they 
include a number of proposed latent variables, structural equation modeling using 
multiple imputation procedures (25 imputations through STATA) for missing data was 
used to test research question three, using all demographic variables (including 7 
categorical: race, current employment status, current relationship status, education, 
gender, parent status and BMI status) and scales as independent variables. Deviation 
107 
 
(difference between fictional child’s perceived and actual weight status), intentions for 
the fictional child in terms of weight-loss diet, intentions for the fictional child in terms of 
exercise, intentions to encourage parents to control their children’s weight, and beliefs 
about controlling children’s weight in general were entered as dependent variables.  
 Model fit. Root mean square error of approximation is currently the most widely 
used assessment of model fit, with the following cut-off points: Excellent: .01, Good: .05, 
Mediocre: .08, Poor: .10 (Kenny, 2014). The initial model using all proposed measures 
was not a good fit (RMSEA > .05). Post hoc modifications involved testing each 
component on each DV using separate OLS regression analyses (see Tables 7 – 10 in 
Appendices W - Z for results) and working toward a significant model with good fit for 
all four dependent variables. The final model included demographics (parent source, 
gender, race, age, religiosity), scores on the HLOC measure (External factor), Negative 
experiences and Positive experiences measures. 
Fit indices indicated good fit (RMSEA = .070; Kenny, 2014). Chi-square analyses 
were significant, however, this is likely to occur with a large sample size (roughly 400 
cases or larger; Kenny, 2014). Path coefficients are available in Tables 4 and 4b, total 
effects can be found in Table 5 in Appendix T, and a diagram of the full model is 
available in Figure 3 Appendix AF. Ovals represent latent (unobserved) variables, while 
rectangles represent observed variables.  
Direct effects. Scores on the External factor of the HLOC measure were directly 
related to participants’ intent for weight-loss diet, intent for exercise, and intent to 
encourage the child’s parent to put the child on a weight-loss diet (standardized 
coefficients = .141, .083 and .183, respectively; ps < .01), as was age (standardized 
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coefficients = .069, .114, .064; ps < .05) and inversely related to parent status 
(standardized coefficients = -.057, -.092, -.055, respectively; ps < .05). Men reported 
stronger intentions for weight-loss diet and exercise than women (standardized 
coefficients = .047 and .046, respectively, ps < .05). Perceptions of the likelihood of 
positive experiences were indirectly related to intent for weight-loss diet (standardized 
coefficient = -.056, p < .05). Scores on the Fellowship factor of the Religiosity measure 
were directly related to deviation scores (standardized coefficient = .082, p < .01), while 
perceptions of the likelihood of negative experiences and scores on the Feelings factor of 
the Weight Bias scale were inversely related to deviation scores (standardized 
coefficients = -.127, -.094; ps < .01), respectively. White participants reported more 
accurate deviation scores on average than did participants who identified themselves as 
African American, Native American, Asian American or Hispanic (standardized 
coefficient = -.069, p < .05). Total effects are available in Table 5. 
Model re-fitting. When all significant predictors from the separate OLS 
regression analyses were entered into the model, some paths became non-significant 
(e.g., the effect of gender on intent to increase the fictional child’s exercise). The model 
was run a second time excluding these non-significant paths. Fit indices indicated that 
this model fit roughly the same as the previous model (RMSEA = .070) and all 
coefficients, standardized and unstandardized, remained roughly the same. This indicates 
that the model is stable and robust to minor changes in the structural model. See Tables 6 
and 6b for path coefficients for the revised model, and Figure 4 in Appendix AG for the 
revised model diagram. 
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Additional analyses. Although the following relationships were not 
hypothesized, results from the structural model led to additional analyses to investigate 
the relationships between race and deviation score and religiosity and deviation score.  
Race and deviation score. The structural model above indicated that both race 
(White participants versus non-White) and perceptions of the likelihood of negative 
experiences in children both led to more accurate judgments of weight in children. 
Further analyses revealed a significant mediational effect between the three variables 
(Sobel’s z = -2.504, p < .05; Goodman’s z = -2.544, p < .05) such that perceptions of the 
likelihood of negative experiences mediated the relationship between race and deviation 
scores (see Figure 1 in Appendix AA for meditational model; see Table 11 in Appendix 
AB for all coefficients).  
Religiosity and deviation score. The structural model indicated that participants 
who value fellowship in their religious experiences also were less accurate judges of 
children’s weight. Further analyses using scores on the External factor of the HLOC 
measure revealed a significant mediating effect (Sobel’s z = 3.125, p < .01; Goodman’s z 
= 3.096, p < .01) such that belief that health outcomes are largely determined by chance 
mediated the relationship between fellowship values and deviation scores (see Figure 2 in 
Appendix AC for meditational model; see Table 12 in Appendix AD for all coefficients).  
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Chapter 14: Discussion  
 Childhood obesity rates are increasing in the United States, due in part to failed 
recognition in parents of their own child’s overweight or obesity. This study was 
conducted to address this failed recognition with three purposes in mind. The first was to 
test for vicarious social comparisons for parents, who may judge their child’s weight 
status based on comparisons they make between their children and other children. This 
involved testing for the effect of social comparisons (direction of comparison and 
proximity of comparison target; hypotheses one and two) and individual differences (first 
research question) on parents’ deviation scores, intentions for weight-loss diet and 
intentions for exercise. The second purpose was to test the existing AOR model for all 
participants to determine whether it may predict attributions made for the responsibility 
of children’s weight. The third purpose was to develop a model to predict recognition of 
weight and intentions for all participants.  
First Purpose  
The first purpose of the study was tested using two separate hypotheses and one 
research question. Hypotheses one and two stated that the social comparison 
manipulations (for direction of comparison and proximity of target) would influence how 
parents judge their child’s weight status and their intentions for weight-loss diet and 
exercise for their child. Parents may judge their own children’s weight based on 
comparisons they make between their children and other children, however, results reveal 
that vicarious social comparison as it was conceptualized in this project only significantly 




Parents given an upward comparison did not rate the fictional child as 
significantly heavier than parents given a downward comparison. As a result, the 
manipulation check for direction of comparison was considered unsuccessful. However, 
this result is similar to past research (Maynard, Galuska, Blanck, & Serdula, 2003) and 
lends support to the basic premise of the study, suggesting that parents in general are 
unable to recognize an obese child (whose health might therefore be in danger) as 
significantly heavier than a slightly underweight child. The manipulation for proximity to 
target was not implemented correctly and could not be directly tested.  
The first hypothesis proposed that the direction of comparison would influence 
parents’ judgments such that those given an upward comparison would give a larger 
deviation from their child’s actual weight status and report stronger intentions to control 
their child’s weight. The manipulated direction of the comparison given did significantly 
predict the absolute value of parents’ deviation scores (i.e., difference between their 
child’s actual weight status and their perceived weight status). Parents given an upward 
comparison deviated from their own child’s weight status significantly more than did 
parents given a control comparison, when controlling for parent BMI, child BMI, age and 
gender. It appears that the specific direction of the comparison does influence judgments, 
as was expected. Having a comparison target that was closer to an ideal weight than their 
own child distorted parents’ judgments of their children’s weight, regardless of the 
parent’s BMI, the child’s BMI, age or gender. In contrast, when asked to compare their 
child to a control child of normal weight, their judgments were significantly more 




The manipulated direction of the comparison given did not significantly predict 
parents’ intentions for weight-loss diet or intentions for exercise for their child. The 
accuracy of parents’ judgments of their children’s weights depended on the comparisons 
they were given; in other words, judgments are malleable based on the parents’ 
environment. However, it may be that their intentions were not predicted by direction of 
comparison because they were unaware of how inaccurate their judgments were. Without 
recognizing that their child had a weight problem, they would be less likely to intend to 
put their child on a weight-loss diet or increase their child’s exercise. 
 Hypothesis two was also written to address the first purpose of the study, but was 
not directly tested. Finally, the first purpose was tested using research question 1, which 
involved building models to explore how parents’ individual differences influenced 
intentions to put their child on a weight-loss diet, intentions to increase their child’s 
exercise, and deviation from their child’s actual weight status. The models produced 
some interesting findings. First, mothers reported weaker intentions to put their own child 
on a weight-loss diet and to increase their child’s exercise than did fathers. Very little 
past research has examined fathers’ perceptions of children’s obesity and intentions to 
control children’s weight. Fathers’ BMIs are statistically unrelated to their children’s 
BMIs or body fat percentages, but mother’s BMIs are related to their daughter’s BMIs 
and son’s BMIs and body fat percentages (in children between the ages of 3 and 6) 
(Johannsen, Johannsen, & Specker, 2006). The study by Johannsen et al. (2006) 
suggested that this may be due to the fact that mothers are more concerned about their 
child’s health in general. In the current study, fathers were also statistically less accurate 
in their judgments of their own child’s weights (i.e., reported greater deviation scores) 
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than the mothers in the sample. They also reported, on average, greater underestimation 
of their child’s weight status than the mothers, i.e., not only did they report, on  average, 
that their child weighed less than the child actually did, but their average raw deviations 
were greater than mothers’ (M = -16.90 for fathers, M = -14.05 for mothers).  It would 
seem, then, that fathers should report weaker intentions to put their child on a weight-loss 
diet than mothers. Additional analyses are necessary to explain this finding. 
Second, intent to put their own children on a weight-loss diet was also highest 
among parents who were underweight. In comparison, normal weight, overweight and 
obese parents reported significantly weaker intentions to put their own child on a weight-
loss diet. Similarly, compared to underweight parents, overweight and obese parents 
reported significantly weaker intentions to increase the amount of exercise their children 
get. Underweight parents may value having the ‘ideal’ body type, and want the same for 
their children. This necessitates a weight-loss diet and exercise, which may be desired 
even more if the parent has attained his or her physique using weight-loss diets and 
exercise. Indeed, parents’ eating behaviors profoundly influence children’s eating 
behaviors, BMIs and body fat percentages (Birch & Fisher, 2000; Cutting, Fisher, 
Grimm-Thomas, & Birch, 1999; Fisher & Birch, 1999). This is especially true for 
mothers who are overweight and mothers who engage in disinhibited eating, as well as 
mothers and fathers who use restrictive eating to control their child’s weight (Johannsen, 
Johannsen, & Specker, 2006). 
Third, higher scores on the weight belief scale indicate stronger belief that obesity 
is largely a matter of genetics and normal in children, and that children naturally grow out 
of their obesity over time. Unexpectedly, these beliefs are related to stronger intentions to 
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put their own children on diets; this requires additional analyses to explain. Stronger 
intentions were also related to the tendency to include outsiders in the mealtime routines. 
Parents who often include others in their mealtimes routines may be aware that they 
consume more calories in communal dinners and hope to keep their child’s weight under 
control as a result.  
 Fourth, factors that influence the strength of parents’ intentions to increase the 
amount of exercise their own child gets include age (i.e., older individuals indicate 
weaker intentions), and whether participants had ever lost and then regained weight. 
Those who had lost and regained weight reported significantly stronger intentions to 
increase the amount of exercise their child gets, perhaps because past experience tells 
them that exercise is the most effective way to lose weight and avoid regaining it. In 
addition, as the length of time that participants had been parents increases, intentions to 
increase exercise become stronger. In other words, the longer a participant had been a 
parent, the more likely they were to endorse increasing the amount of exercise their child 
got, perhaps because they believe exercise to be a healthy habit to adopt, rather than a 
means to control weight specifically. Participants with high scores on the negative factor 
of the experiences measure also report stronger intentions for increased exercise, likely 
because they wish to save their child from experiencing the negative consequences of 
overweight and obesity (including lacking a social life outside of school, facing teasing 
from their peer, or feeling physical discomfort, among others).  
 Fifth and lastly, in contrast to the model used to predict intentions for exercise, the 
model used to predict deviation scores is very different, because only one predictor 
emerged as significant: parents’ BMI status. Specifically, compared to underweight 
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parent, obese parents’ deviation scores were significantly higher. In other words, 
underweight parents were significantly more accurate in judging their own child’s weight 
status than were obese parents, though parents in general were still poor judges of their 
children’s weight status. Women who are normal weight or underweight are more likely 
than men to believe that they are overweight (Kuchler & Variyam, 2003) and that there is 
a relationship between self-perceived weight status and weight control behavior, 
regardless of objective weight status (Chang & Christakis, 2003). It may be that 
underweight parents (especially mothers) actively control their weight through diet and 
exercise because they believe they are overweight. As a result, they are more vigilant in 
assessing weight status in their own children, which increases their accuracy as judges.  
Second Purpose 
 Addressing a child’s weight not only requires that the parent recognize a weight 
issue, but also an assessment of the responsibility of parents to control their child’s 
weight. The second purpose of the study was addressed in research question two, which 
was written to assess parental responsibility for children’s weight, using the AOR 
measure. In general, results from research question two lend support to the AOR model in 
predicting perceptions of responsibility for children’s weight, and this is true for the 
model including demographic variables (relationship status, education, employment 
status, gender, age and BMI status) and the model including only the four factors of the 
AOR model. Only one of the four types of attributions significantly predicted perceptions 
of responsibility: causal attributions. This is similar to past research, in which causal 
attributions consistently predicted support for policies to address social determinants of 
health (SDH), even when researchers were not directly testing the AOR model (Lundell, 
116 
 
Niederdeppe, & Clarke, 2013; Oakman, Blendon, Campbell, Zaslavsky, & Benson, 2010; 
Reutter, Harrison, & Neufeld, 2002). Participants only assign parents responsibility for 
children’s weight inasmuch as the participants believe that parents are capable of causing 
their child to become overweight or that they are capable of preventing their child from 
becoming overweight.  
Interestingly, unlike the “causal attributions”, the other three types of attributions 
(attributions of intentionality, knowledge and moral wrongfulness) were not significant 
predictors. These factors have been applied successfully as predictors of attributions of 
responsibility in other arenas (Gailey, 2013), but attributions are not static cognitions that 
apply across contexts, and they adapt in different settings to serve a specific purpose 
(Lundell et al., 2013). This study shows that not only do attributions of intentionality and  
moral wrongfulness fail to predict responsibility for children’s weight, but that 
participants do not believe that they necessarily apply to this situation at all, revealing 
floor effects for these AOR factors. The mean score for the intentionality factor (M = 
19.58) suggests that participants did not believe that parents would intentionally cause 
their child to become overweight or obese, and the mean score for the knowledge factor 
(M = 49.10) suggests that participants simply were not certain whether parents knew that 
their behavior would lead the children to become overweight.  
Similarly, the mean score for the moral wrongfulness factor (M = 33.95) suggests 
that participants did not believe that parents would intentionally cause their child to 
become overweight or obese and did not believe that allowing their child to become 
overweight or obese was morally wrong. However, these attitudes toward obesity may be 
gradually changing over time. Campos (2004) is one of many authors to suggest that 
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attitudes toward overweight and obesity in the United States has reached the level of 
moral panic. Moral panic is a term used to describe an exaggerated public reaction to 
minor events, often centering on some folk devil (in this case, obesity) that is seen as 
“threatening to the moral fabric of society” (Reichert & Richardson, 2012). Concern is 
exacerbated by attention from the media, law enforcement, politicians and lawmakers 
(Goode & Ben-Yehuda, 1994). Campos suggests that public concern over the ill health 
effects of obesity (including the claim that the current generation of children will die 
sooner than their parents) is a mask for prejudice against the overweight. Rather, obesity 
is seen as a moral failing (Peterson & Lupton, 1996), and the focus on physical health 
allows politicians and lawmakers to propose increasingly coercive techniques to lose 
weight, including taxes on junk food, lawsuits against fast food companies, etc. Results 
of this study suggest that participants did not think parents were morally wrong for 
allowing their child to become obese, however, this may be because participants were 
considering the weight of a child. These results might differ if they were considering the 
weight of another adult or as public concern grows with the implementation of these 
policy initiatives.  
 The AOR analysis also included many other variables, leading to other interesting 
findings. There was a gender difference in perceptions of parental responsibility for their 
children’s weight. Women attribute more responsibility to the parent than do men. 
However, results from this study show that the mean responsibility attributed to parents 
by both men and women is fairly high (nearly 80 out of 100 points). Broadly speaking, 
this means that all adults overall do attribute responsibility for children’s weight to the 
child’s parents, women simply attribute more responsibility to parents than men. There 
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was also a difference in the amount of responsibility attributed to parents for their 
children’s weight based on participants’ BMI status, such that underweight participants 
assigned significantly less responsibility than normal weight, overweight, and obese 
participants. It may be that normal, overweight and obese parents are aware of their 
weight issues (or imagined weight issues, as may be the case with normal weight 
parents), and assume that parents have responsibilities to their children to prevent weight 
issues in the future. 
Third Purpose 
 The third purpose of the study was to build a model using the individual 
difference measures to predict how adults (both parents and non-parents) would judge 
weight in children in general, their intentions for weight-loss diet and exercise for 
children in general and their intentions to encourage parents to control their children’s 
weight. Interestingly, similar models emerged to predict all three intention outcomes: 
intent to put the fictional child on a weight-loss diet, intent to increase the child’s exercise 
and intent to encourage the parent of that child to control the child’s weight, but did not 
predict participants’ deviation scores. These models included scores on the External 
factor of the HLOC measure, gender, age, parent status and beliefs about the likelihood 
of positive experiences for obese children. Deviation scores were significantly predicted 
by an entirely new set of variables: religiosity, weight bias, race, and beliefs about the 
likelihood of negative experiences for obese children. It seems that the factors that predict 
intentions to control weight in children are unrelated to those that determine how well 
adults actually judge weight in children. Further, participants’ body image was 
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statistically unrelated to all outcomes, including deviation scores, which were predicted 
by participants’ bias against the overweight. 
Predictors of intentions. Three predictors significantly predicted all three intent 
outcomes.  
HLOC – External. The first was participants’ score on the External factor of the 
HLOC measure. Higher scores on the External factor reflect the belief that health 
outcomes in general (not necessarily specifically related to weight) are out of control of 
the individual and that they are largely due to external forces or to the actions of others 
(like doctors and other health professionals). As scores on the External factor increased, 
so did the strength of the intent outcomes. In other words, the more participants report 
stronger intentions to control children’s weight the more they believe that health is out of 
control of the individual. These results are obviously the direct opposite of what is to be 
expected --- only those who believe that the individual is control of his or her own health 
should report intentions to control a child’s health specifically. However, it may be that 
these participants read the items on the scale very literally, and did not extend them to 
apply to others. The items include items such as “My good health is largely a matter of 
good fortune” and “Health professionals control my health.” They may simultaneously 
believe that their health is out of their control, but that the health of others is under that 
person’s control. Further, if participants believed strongly that health is determined by 
powerful others, then it follows that children’s weight can also be controlled by powerful 
others, like parents, health professionals, or simply other adults.  
Age. Age also significantly predicted three outcomes, intent for weight-loss diet, 
intent to increase exercise and intent to encourage that fictional child’s parent to control 
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the child’s weight. The relationship between age and these variables was positive, 
indicating that in general, older adults have stronger intentions to control children’s 
weight than younger adults. As these individuals get older, they may struggle with their 
own weight (or witness friends or family members who do). As a result, they know that 
weight is more difficult to control in general and wish to help children to overcome 
weight issues earlier in life. It may be that older adults have begun experiencing the ill 
effects of a lifetime of weight issues, like cardiovascular problems, diabetes, or certain 
types of cancer, and want to prevent children from having to face the same issues 
(Eckstein, et al., 2006; Vanhala, et al., 2011), though this may also simply be a reflection 
of their health status, rather than their age. 
Parent status. In addition, parent status significantly predicted all three outcome 
variables, though inversely rather than directly, like with scores on the External factor 
and age. Parents reported weaker intentions to put the fictional child on a weight-loss 
diet, to increase the fictional child’s exercise and to encourage the parent of the child to 
control the child’s weight. Parents likely have more experience with children’s health if 
they assume that controlling a child’s weight is difficult, they may be less likely to 
recommend any kind of weight control for children. It also may be that they have either 
witnessed their own child outgrow childhood obesity and would not appreciate being told 
by a stranger to control their own child’s weight, and as a result, report weaker intentions 
to encourage the child’s parent. 
Additional predictors of intentions. Higher scores on the positive factor of the 
experiences measurement indicate greater belief that overweight and obese children are 
physically and socially healthy. Participants with high scores believe that these children 
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are well-adjusted to issues they may face in and outside the home or school. While scores 
on this “positive factor” variable were statistically non-significant for intent to encourage 
another parent, intent to increase exercise, and weight deviation score, they were 
significant when predicting intent to put the fictional child on a weight-loss diet; higher 
scores indicated weaker intentions for weight-loss diet. It would follow that those 
individuals who believe that overweight and obese children are more likely to face 
positive experiences in school, including being involved in extracurricular activities and 
fitting in with their peers, would not believe it is necessary to put these children on a 
weight-loss diet. These participants might believe that children who face no or few 
negative consequences of their weight should not be forced to change their weight. It may 
be that participants do not necessarily think of exercise as a means of controlling 
children’s weight, and if children face no negative consequences for being overweight, 
there is no need to control their weight. It also may attach an additional, unnecessary 
stigma to a child to put him or her on a weight-loss diet.   
Predictors of deviation scores. As mentioned before, the model to predict 
deviation scores looked different than the models to predict intentions.  
Negative risk perception. Those who scored higher on the negative factor of the 
experiences measure (indicating greater belief that overweight and obese children are 
physically and socially unhealthy, and are more likely to face negative experiences in the 
home or school) were more accurate when judging the fictional child’s weight status (i.e., 
lower deviation scores). Participants may be more discerning when assessing a child’s 
weight status because they want to prevent the child from experiencing those negative 
consequences. It may be that their increased accuracy is simply the result of erring on the 
122 
 
side of caution: while most participants underestimated the weight status of the child 
(assumed the child weighed less than the child actually did), those who believe that 
overweight children face negative consequences rate those children as heavier.  
Prejudice against the overweight. This was also true for those who displayed 
more negative attitudes toward the overweight, including believing that overweight 
people are likely ashamed of their bodies and envy those who are normal weight. Those 
who indicated greater bias against the overweight were more accurate in judging the 
weight of children. Like the older individuals mentioned, those who believe that 
overweight and obesity cause negative consequences for children and believe that 
overweight and obese adults should be ashamed of themselves have become more attuned 
to judging weight in children, likely in an attempt to prevent children from facing those 
negative consequences. In general, attitudes about weight are very different for children 
than for adults. When considering weight in children, adults are more vigilant and ready 
to act to control children’s weight (Eckstein, et al., 2006; Vanhala, et al., 2011). When 
considering weight in adults, adults are simply more prejudiced. Perhaps this reflects the 
belief that adults can control their weight, at least more readily than children can, and 
should have to face the negative consequences of overweight and obesity. Children, on 
the other hand, have less control over their own weight, and to face these consequences is 
unjust.  
Race. The only significant effect from race in the study emerged when comparing 
White participants to all other participants on their deviation scores. Deviation scores in 
general were statistically significantly lower for White participants than they were for all 
others, indicating that White participants were more accurate in assessing the fictional 
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child’s weight status. This may be a result of the study using only photographs of White 
children; individuals are better at discerning physical features of others of their race than 
of others of different races (Hourihan, Benjamin, & Liu, 2012).  
Additional analyses were conducted to determine why it is that White participants 
would be more accurate judges of weight status in children, and revealed a mediating 
effect using beliefs about the likelihood that obese children will face negative 
experiences. White participants are not only more accurate in their judgments than those 
of other races, but also believe that overweight and obese children are more likely to face 
negative experiences for their weight. This may be due in part to differing cultural 
standards of beauty. White individuals subscribe to a standard of beauty that values 
thinness, while Hispanic and Black individuals report less negative affect about being 
overweight and less negativity toward other overweight people (Evans & McConnell, 
2003; Hebl & Heatherton, 1998; Krauss, Powell, & Wada, 2014; Quinn & Crocker, 
1998).  
 Religiosity – Fellowship. The only significant predictor that led to greater 
deviation scores (less accurate judgments of weight status in children) was score on the 
fellowship factor of the religiosity measure. Participants who value fellowship in their 
religious experience were less accurate in their judgments. Additional analyses revealed 
that this effect is mediated by scores on the External factor of the HLOC measure. Those 
who value fellowship out of their religious experiences believe that their health outcomes 
are largely due to external forces, and are less accurate in their judgments of weight in 
children. These individuals may be more likely to share meals after religious services, 
and because they believe that weight is largely uncontrollable anyway, may not consider 
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how the food they prepare (or the amount of it, in the case of large shared meals) affects 
the bodies of the children who eat it. It may be that because they believe weight to be 
uncontrollable, they are less discerning when judging the weight status of a child and less 
accurate in their judgments. 
Implications 
 The research described carries implications for psychology theory, health 
research, and the legal system.  
 Implications for psychology theory. This study was designed to contribute to the 
literature on social comparison theory, specifically to determine whether parents make 
vicarious social comparisons, in which they personally experience the effects of 
comparing their child to other children. It was also designed to determine how these 
comparisons influence both perceptions and intentions. Results show that the effect for 
vicarious social comparison was weak, and only influenced deviation scores. However, 
the study of vicarious social comparisons has only begun. Future research will tell 
whether vicarious social comparisons operate in everyday life for parents with their 
children or even for other interactive pairs (e.g., romantic relationships) and how they 
affect perceptions, behaviors, and emotions.  
Second, results of the study expanded on the use of the AOR model by showing 
that the AOR model was not successful in this arena with its four proposed factors. 
However, it was successful in similar ways that it has been in past health research (see 
Lundell et al., 2013). Namely, specifically attributions of causality influence perceptions 
of health outcomes, even health outcomes not of the responsible individual but the health 
outcomes of others. These perceptions were not influenced by attributions of knowledge, 
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moral wrongfulness or intentionality, suggesting that the AOR model may require 
revision when considering health-related outcomes. 
 Implications for health research and programs. In the area of health research, 
oftentimes approaches to combating widespread epidemics like childhood obesity are 
designed to address only a certain subset of needs or behaviors that contribute to the rise 
in obesity rates. These might be without regard to environmental factors that impact 
obesity in families or how specific populations may benefit from programs tailored to 
meet the needs of their children. The comprehensive model proposed for this study was 
constructed in the hopes of identifying factors that predicts perceptions of obesity, in 
order to lay the foundations for future programs and interventions.  
 Results show that programs and interventions would be less efficient when 
focused on White, underweight, older individuals, who statistically were already more 
accurate in their judgments of children’s weights and more motivated (i.e., reported 
stronger intentions for weight-loss diet and exercise) to control children’s weight. Rather, 
they may be more effective targeting younger, heavier individuals that are Black or 
Hispanic, who were less accurate in their judgments and less motivated. Gender 
differences when comparing parents suggest that programs targeting parents of one or 
both genders may require a different structure, as fathers perceive the needs of their 
children differently than do mothers. This is especially important in the case of single-
parent households, which may not benefit from having both parents to contribute.  
 Results also revealed significant individual difference predictors for accuracy of 
judgments and intentions, though, integrating these results into programs would be 
difficult. Intentions for diet and exercise were stronger for those with a higher external 
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locus of control; in other worse, they believe that health is out of control of the individual 
and determined by external factors. However, it may not be wise to design programs that 
encourage belief in an external locus of control, especially in the context of weight. This 
may lead overweight individuals to feel helpless if they believe they have no personal 
control over their weight and discourage them from attempting to lose weight. In 
contrast, encouraging the belief in an internal weight locus of control may potentially 
increase prejudice against the overweight, much of which is based on the belief that 
weight is controllable by the individual. Similarly, accuracy in judgments of children’s 
weight status was higher for those who reported higher scores on the negative factor of 
the experiences measure. In other words, those who are aware of the negative 
consequences of obesity in children are more accurate judges, however, it seems that 
publicizing these negative consequences would not strengthen intentions to control 
children’s weight.  
 One interesting finding from the test of attributions of responsibility is that the 
knowledge factor of AOR did not predict responsibility ratings. In other words, 
participants were not certain that parents were aware that their actions caused their child 
to become overweight or obese. Obviously education is necessary in cases like these even 
if it simply means that parents are aware that they could potentially make better choices. 
Then, providing the resources to do so becomes important.  
Implications for the legal system. Some questions of responsibility for 
children’s health, outside of attributions and social comparison considerations, remain 
unanswered. Motivating parents to actively care for their child’s heath might require the 
intervention of the law in cases that involve parents who do recognize their child’s weight 
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issue and fail to act. According to child abuse laws regarding medical neglect, a minor's 
physical health is the responsibility of the guardian (Myers, 1998). The U.S. Supreme 
Court has noted the government’s long-standing interest in the welfare of children, 
especially in cases in which children suffer physical harm either at the hands of their 
parents or guardian or through neglect (Myers, 1998). Failure or refusal to provide 
essential medical care breaches the legal and moral duty of parents and guardians to 
protect their children from harm. Intervention in medical neglect cases becomes more 
clearly necessary in cases in which intervention is necessary to save a child’s life. 
However, in cases in which it might not be necessary to intervene to save a child from 
imminent death, the decision to do so will be muddled. Lawmakers might feel that 
intervention is necessary in cases in which the stated health outcomes are considered 
unnecessarily harmful for children (Myers, 1998). This has generally been applied only to 
their health in terms of avoidance or treatment of injury, treatment for certain medical or 
dental issues and the meeting of basic needs for food. However, the health consequences 
of obesity might warrant an extension of these laws to guard against excessive weight, 
which could lead to equally debilitating health outcomes. 
Currently children’s weight is not listed specifically under laws of child abuse and 
neglect in any state, though parents have been charged and prosecuted in several states 
under general medical neglect (Rochman, 2011). Results from the AOR model from this 
study indicate that perceptions of parents’ responsibility depended on whether others 
(e.g., judges or jurors) believe that the parent caused the child to become overweight or 
obese, but did not depend on whether the parent was aware that his or her actions 
contributed to their child’s weight. Without attributions of intent, it would be very 
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difficult to convict parents in a criminal court for having obese children. It would be 
equally difficult to prosecute parents in civil court if parents were genuinely unaware that 
they were contributing their child’s weight (i.e., causing their child to become 
overweight) or that they were in control of their child’s weight. Trial consultants and 
attorneys prosecuting these cases could focus on the parent’s actions that led the child to 
become overweight, e.g., working long hours or multiple jobs, with no time to shop for or 
prepare food; purchasing of processed foods, etc. to emphasize that the parent ‘caused’ 
the child to become overweight. This would lead jurors to attribute more responsibility 
for the child’s weight (and therefore, the negative consequences of the child’s weight) to 
the parent and find the parent guilty.  
Limitations 
 The design of the study leads to several limitations. The study is largely 
exploratory because there is no pre-existing research on how factors like family practice 
influence children’s weight, so the researcher was required to develop new materials. 
Because the materials were only tested once on the pilot sample (which included non-
U.S. residents) before the fully study data were collected, there is no evidence of 
reliability of the measures. Validity is also difficult to determine when valid measures (in 
reality, any measures at all) do not exist. It is possible to determine reliability and validity 
over time and over repeated uses of the measures. Some measures may have been 
inappropriate for the audience as well. The religiosity measures were developed to be 
used traditionally with Christian samples. Not only was the sample for the full study not 
composed of Christian participants, the pilot study included a large number of non-U.S. 
participants, many of whom were likely not Christian.  
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In addition, new measures for vicarious social comparison were developed for the 
study with no past evidence that they would operate in the desired way. Indeed, there is 
no past evidence that vicarious social comparisons even exist, and these measures 
produced only one significant effect for deviation scores. In this way, it is difficult to 
know whether these measures are valid, because the existence of vicarious social 
comparisons is questionable.  
Further, it was difficult to assure that provided photographs would induce a social 
comparison process in general, much less a social comparison in one specific direction. 
While there is ample research on parents’ perceptions of their children’s weight, accurate 
or inaccurate (Eckstein et al., 2006; Huang, et al., 2009; Vanhala, et al., 2011; West et al., 
2008), there is none on how parents see their children in relation to other children. In 
other words, it was challenging to know how parents would interpret the comparison, as 
upward, downward, or as a control (similar to their own child). Even if the parents did 
interpret the comparison in the proper way, there is no guarantee that the manipulation 
was strong enough to induce a change in perception or intent. Repeated testing of these 
photographs is required to determine their effectiveness in inducing comparisons and 
changing perceptions.  
This research was conducted with the hopes of identifying factors that contribute 
to childhood obesity, including perceptions of childhood obesity, perceptions of 
responsibility for childhood obesity and intent to control children’s weight. However, 
none of the analyses performed implied a causal link. Rather, only statistical relationships 
between variables were measured. Only testing and retesting these proposed changes can 
prove that they are effective or not in reducing childhood obesity.  
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Sampling issues include using Amazon Mechanical Turk as a platform for 
recruiting participants. Although using MTurk carries some benefit over Internet samples 
and university student samples (Buhrmester, et al., 2011), it still may not tap into part of 
the population of interest that recruiting participants manually would. Every worker 
registered on MTurk necessarily has access to an Internet connection, and this does not 
exactly represent the entire U.S. population. It likely under-represents parents of lower 
income families, who may struggle with overweight and obesity even more than middle 
class families. Further, the pilot study was conducted on a worldwide sample rather than 
a U.S. sample. This sample was used to develop the measures for the full study, which 
may explain why some measures worked differently in the full study than in the pilot 
study. The measures may require further refinement in order to validate them on another 
U.S.-only sample. 
Not only is the study utilizing an Internet sample, but it also only uses 
photographs of White children. This was done primarily to same time and conserve 
resources, but it may alienate minority parents who complete the survey but cannot 
realistically compare their child to a White child. This would render the comparison 
ineffective. Future studies on vicarious social comparison could focus on matching 
comparison children to the parents’ children exactly (including age, race, gender, and 
even other class markers like clothing worn) to assure that a comparison is made. Parents 
may also be asked how similar the comparison target is to their child to examine whether 
a contrast effect or an assimilation effect occurs.  
Lastly, deviation scores were calculated to show how distorted participants’ 
perceptions were when judging the weight of the child in the photograph (or their own 
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child). Only absolute values of participants’ deviation scores were used in analyses 
because the focus of this study was distortion in general, and as a result, larger scores 
represent greater distortion (without taking into account the direction of the distortion). 
Presumably, participants would underestimate the child’s weight status. When judging 
children’s weights, this is largely the case (Baughcum et al., 2000; Jackson, Strauss, Lee, 
& Hunter, 1990; Scholten’s et al., 2007) and very few overestimate the weight status of a 
child. Indeed, in this sample, 19.6% of parents overestimated their child’s weight status 
while 29.3% of participants overestimated the weight status of the child in the 
photograph. The proportion of parents who overestimated their child’s weight status is 
slightly higher than the 18% found in Jackson et al., 1990, however, it should be noted 
that previous research on this topic has focused exclusively on parents’ judgments of 
their own children, rather than adults’ judgments of fictional children. Overestimating a 
child’s weight status is likely influenced by different factors than is underestimating a 
child’s weight status, and may need to be separated from analyses in the future.  
Parents were also assumed to underestimate the weight status of their child, which 
would presumably require their child to be overweight. Any parent with a child between 
the ages of 2-12 was invited to participate, regardless of the weight of their child. As a 
result, overweight and obese children may have been underrepresented in the sample, 
which would render the social comparison effect invalid. Fortunately, 40.2% of the 
children described by parents were either overweight or obese, allowing for their parents 




Future research could examine vicarious social comparisons using stronger 
manipulations or fictional children who were better matches for parents’ actual children. 
More realistic comparison targets (including children that parents know personally from 
their own lives or those that exactly match their own children) rather than manufactured 
comparison targets would reveal whether vicarious social comparisons truly exist. In 
order to develop truly valid, reliable measures for vicarious social comparison, it may be 
worthwhile to design studies like those conducted in the past that measure social 
comparison target as an outcome variable rather than a predictor. This would provide 
evidence as to the type of target parents imagine when comparing their child to another 
child; it would also reveal whether parents actually do compare their child to other 
children and how it affects them. It may be that these comparisons do affect parents in the 
three common realms (self-evaluation, self-enhancement, or self-motivation, see 
Beauregard & Dunning, 1998; Pyszczynsi, et al., 1985; Suls, et al., 2002), but that these 
effects do not emerge when judging their own child. 
Future researchers may also test judgments of weight in children using other 
individual difference measures than those used here. Many of the proposed individual 
differences did not significantly predict participants’ weight misperceptions or their 
intentions to control children’s weight, but other measures exist (e.g., authoritarian, belief 
in a just world, etc.) that might. It may be that the sample recruited for this study through 
the Internet did not exhibit these individual differences specifically or they were not 
strong enough to emerge as effects in the model, and recruiting community members to 
complete the study might change that. It may also be interesting to examine the 
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difference between those who overestimate the weight status of a child and those who 
underestimate the weight status of a child. 
Future research on children’s weight could determine whether overweight or 
obesity should be considered as serious an offense as an abuse like malnourishment, 
which results in underweight. Understanding how adults judge weight in children is vital 
to the justice system. Jurors in child abuse cases are charged with determining whether 
parents or guardians either acted maliciously or negligently, which resulted in harm to 
their children. These decisions are influenced by a number of factors, including 
consequences of the abuse (Myers, 1998). In medical neglect cases, this could include a 
number of harmful consequences, most commonly failure to seek treatment for illnesses 
or malnourishment. Most individuals are aware of the negative health consequences of 
underweight and assume that underweight children are in danger of poor health or death; 
a future study could demonstrate whether or not mock jurors recognize that overweight 
results in equally dangerous health outcomes as underweight, reflected in differential 
rates of verdict between parents accused of allowing their child to become overweight 
and those who allow their child to become underweight. Varying the severity of the 
weight issue to examine verdict differences or perceptions of harm between severely and 
moderately overweight and underweight could demonstrate whether mock jurors see 




Chapter 15: Conclusion 
Obesity rates in the United States have risen dramatically in the past decades, 
doubling for children and adolescents alone (Centers for Disease Control and Prevention, 
2011). A number of factors contribute to obesity in children, including adults’ inability to 
accurately judge children’s weight. Judgments of weight in children are especially 
troublesome for parents of young children. Many parents simply fail to recognize that 
their child has a weight problem, leaving the child at risk for a number of significant 
health issues. This study was designed to address this failed recognition with three 
purposes in mind: to test for vicarious social comparisons for parents, who may judge 
their child’s weight based on comparisons they make between their children and other 
similar children, to test the existing AOR model for the responsibility of children’s 
weight, and to develop a model to predict recognition of weight and intentions to control 
children’s weight.  
Results show that tests for vicarious social comparisons were successful only for 
deviation scores, though that may be because the measures used in this study were 
previously untested. There was no guarantee that the targets given were adequately 
similar (proximal) to the parents’ own child as to induce a comparison which then 
affected cognitions. Perhaps even the comparisons intended to be proximal were actually 
seen as dissimilar (distal). That aside, significant effects for gender and parent BMI status 
on the intentions outcomes were present and may warrant a closer examination of fathers 
and underweight parents specifically when addressing children’s weight. 
In addition, perceptions of parents’ responsibility were determined by attributions 
of causality. Parents were considered responsible for their child’s weight insomuch as 
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they caused their child to become the weight they are. This carries implications for the 
legal system, because it specifically excludes considerations of intent (i.e., parents were 
not seen as intending to harm their child) and knowledge (i.e., parents were not believed 
to be aware that their actions could cause their child to become overweight), both of 
which are typically meaningful factors in criminal and civil trials. 
Finally, considerations that enter into judgments of weight are very different from 
those that determine intentions to control children’s weight. Results suggest that 
participants believed that health outcomes for children are determined in very different 
ways than health outcomes for adults. Specifically, even if someone believes that their 
health is totally out of their own control, they may still believe that similar others do 
control their health outcomes, and as a result, that children’s health outcomes are 
controllable. Scores on the prejudice against the overweight measures suggest that they 
also seem to view overweight and obesity differently in children and adults. While they 
may become vigilant in helping children overcome weight issues (likely because they 
think the child could not help being that weight), they are still prejudiced against 
overweight and obese adults, who are assumed to be in control of their weight.   
Parental involvement greatly predicts children’s health outcomes, including 
weight loss or management (Golan & Crow, 2004; Wrotniak, Epstein, Paluch, & 
Roemmich, 2005; Wadden, Stunkard, & Rich, 1990), which necessitates that parents 
recognize when their child has a weight problem to be addressed. The current research 
can inform the development of future interventions aimed at parents that lead to effective 
weight-loss and weight maintenance strategies. Results from this study suggest that not 
only do individual differences between parents predict weight judgments in children, but 
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that adults’ beliefs about the causes of obesity and responsibility for obesity also 
influence judgments. This suggests that educating parents about the causes and 
consequences of obesity and providing the resources they need to make major lifestyle 
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Appendix A: Information Sheet 
 
University of Nevada, Reno 
Information Sheet 
 
Title:  Perceptions about Children’s Health and Health Behaviors 
Investigators: Mariah Evans, Ph.D. (mevans@unr.edu), (775) 784-6333; Jenny Reichert 
(jennyrreichert@gmail.com), (817) 454 – 4260; University of Nevada, Reno 
Protocol Number: XXXXXXXX 
Version Date: 5/30/2012 
 
Purpose: The purpose of this research study is to gather information about health and 
health behaviors in children.  
 
Participants: You are being asked to participate because you are at least 18 years old. 
  
Procedures: If you choose to participate, you will be asked to complete a series of 
questionnaires that ask about your attitudes and for your personal beliefs about health-
related topics and judge a photograph of a child. Questions about demographic 
information (e.g., age, gender) will also be asked. The study will last approximately 15 
minutes. 
 
Risks: There are minimal risks for participating in the study.  If you think that the 
activities described above might upset you, you may withdraw from the study but will not 
receive compensation. 
 
Benefits: You will be compensated for your participant according to the guidelines on the 
sign up page. You will also learn a little bit about how psychological research is 
conducted. You will also contribute to a body of research that will possibly benefit policy 
makers, community members and social scientists.  
 
Confidentiality: This survey is completely confidential. You will not be personally 
identified in any reports that may result from this study.  Only the investigator, research 
assistants, and the UNR Social Behavioral Institutional Review Board will have access to 
the data.  All surveys will be stored for 5 years in a locked space in the investigator’s 
laboratory and then destroyed. Your survey will be assigned a number which will allow 
researchers to link the survey with the database in case researchers need to double check 
the information that was entered in the database (e.g., in case there is a typographical 
error in the database, we can go back to the survey and see what the correct response 
was). This number will be assigned based on the order we receive the surveys.  For 
example if your survey is the 58
th
 survey to be entered into the database, the number 
written on the survey will be 58. The number will not be associated with you personally 
and will not be assigned until the data is entered into the computer at a time after you 




SurveyMonkey servers record and collect incoming IP addresses for system 
administration and record keeping. These data are analyzed only in total; no connection is 
made between individual survey responses and IP addresses. SurveyMonkey may also 
use cookies to recognize visitors and provide personalized content or track their progress 
through surveys; grant unimpeded access to the website; and track usage behavior and 
compile data for website improvement purposes. If you are using a personal computer 
and wish to remove the cookies, obtain instructions for deleting cookies from the help 
menu or contact your Internet provider. If you are using a computer in a public domain, 
to limit access to your survey responses, close the Internet browser immediately after 
completing the survey. 
 
Right to Refuse/Withdraw: You may refuse to participate or withdraw from the study at 
anytime. You may choose to skip questions that you do not want to answer.  
 
Questions: If you have any questions, please ask.  If you have additional questions or 
concerns, contact Jenny Reichert (jennyrreichert@gmail.com) or (817) 454 - 4260.  
 
You may ask about your rights as a human subject or you may report (anonymously if 
you so choose) any comments, concerns, or complaints to the University of Nevada, 
Reno Social Behavioral Institutional Review Board, telephone number 775-327-2368, or 
by addressing a letter to the Chair of the Board, c/o Office of Human Research 






Appendix B: The General Self-efficacy Scale (GSES) 
 
Instructions: Please rate these items using the following scale: 
 
1 = Not at all true 
2 = Hardly true 
3 = Moderately true 
4 = Exactly true 
 
1. I can always manage to solve difficult problems if I try hard enough. 
2. If someone opposes me, I can find the means and ways to get what I want. 
3. It is easy for me to stick to my aims and accomplish my goals. 
4. I am confident that I could deal efficiently with unexpected events. 
5. Thanks to my resourcefulness, I know how to handle unforeseen situations. 
6. I can solve most problems if I invest the necessary effort. 
7. I can remain calm when facing difficulties because I can rely on my coping 
abilities. 
8. When I am confronted with a problem, I can usually find several solutions. 
9. If I am in trouble, I can usually think of a solution. 




Appendix C: Locus of control scales 
 
Health Locus of Control (HLOC) 
 
Instructions: This is a questionnaire designed to determine the way in which people 
view certain important health-related issues.  Each item is a belief statement with which 
you may agree or disagree.  Each statement can be rated on a scale that ranges from 
strongly disagree (1) to strongly agree (6).  For each item we would like you to record the 
number that represents the extent to which you disagree or agree with the statement.  The 
more strongly you agree with a statement, the higher will be the number you record.  
Please make sure that you answer every item and that you record only one number per 
item.  This is a measure of your personal beliefs; obviously, there is no right or wrong 
answer. 
 
Please answer these items carefully, but do not spend too much time on any one item.  As 
much as you can, try to respond to each item independently.  When making your choice, 
do not be influenced by your previous choices.  It is important that you respond according 
to your actual beliefs and not according to how you feel you should believe or how you 
think we want you to believe. 
 
1 = Strongly disagree 
2 = Moderately disagree 
3 = Slightly disagree 
4 = Slightly agree 
5 = Moderately agree 
6 = Strongly agree 
 
___ 41.  If I get sick, it is my own behavior which determines how soon I get well again. 
___ 42.  No matter what I do, if I am going to get sick, I will get sick. 
___ 43.  Having regular contact with my physician is the best way for me to avoid illness. 
___ 44.  Most things that affect my health happen to me by accident. 
___ 45.  Whenever I don’t feel well, I should consult a medically trained professional. 
___ 46.  I am in control of my health. 
___ 47.  My family has a lot to do with my becoming sick or staying healthy. 
___ 48.  When I get sick, I am to blame. 
___ 49.  Luck plays a big part in determining how soon I will recover from an illness. 
___ 50.  Health professionals control my health. 
___ 51.  My good health is largely a matter of good fortune 
___ 52.  The main thing which affects my health is what I myself do. 
___ 53.  If I take care of myself, I can avoid illness. 
___ 54.  When I recover from an illness, it’s usually because other people (for example, 
doctors, nurses, family, friends) have been taking good care of me. 
___ 55.  No matter what I do, I’m likely to get sick. 
___ 56.  If it’s meant to be, I will stay healthy. 
___ 57.  If I take the right actions, I can stay healthy. 
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___ 58.  Regarding my health, I can only do what my doctor tells me to do. 
 
Weight-specific Health Locus of Control (Weight LOC) 
 
Instructions: Please indicate how much you agree or disagree with each of the 
statements below, using the following scale: 
 
1 = Strongly Disagree 
2 = Disagree 
3 = Somewhat Disagree 
4 = Somewhat Agree 
5 = Agree 
6 = Strongly Agree 
 
_____1. Whether I gain, lose, or maintain my weight is entirely up to me. (I) 
_____2. Being the right weight is largely a matter of good fortune. (E) 
_____3. No matter what I intend to do, if I gain or lose weight, or stay the same in the 
near future, it is just going to happen. (E) 
_____4. If I eat properly and get enough exercise and rest, I can control my weight in the 
way I desire.  (I) 
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Appendix D: Original Anti-fat attitudes/Dislike of fat people scale 
 
Instructions: Please rate your agreement with each of the following items using the 
following scale. Many of the items are similar, so read each statement carefully. 
 
1 = Strongly disagree 
2 = Slightly disagree 
3 = Neutral, no opinion 
4 = Slightly agree 
5 = Strongly agree 
 
 
1. Fat people are less sexually attractive than thin people. 
2. Fat people are less sexy than thin people.  
3. It is disgusting when a fat person wears a bathing suit at the beach. 
4. Fat people can be just as attractive as thin people. 
5. There is nothing wrong with an overweight person wearing a bathing suit at the 
beach. 
6. I would have no problem dating someone overweight.  
7. Fat or thin, I have friends who are both. 
8. I tend to think that people who are overweight are a little untrustworthy. 
9. I have a hard time taking fat people too seriously. 
10. I have many close friends who are overweight. 
11. Fat people make me feel somewhat uncomfortable. 
12. If I were an employer, I would have no problem hiring someone overweight. 
13. I would never date a fat person. 
14. I really don’t like fat people much. 
15. I have no problems trusting overweight people. 
16. I take overweight people seriously. 
17. I don’t have many friends who are fat. 
18. I am very comfortable being around overweight people. 
If I were an employer looking to hire, I might avoid hiring a fat person. 
19. On average, fat people are lazier than thin people. 
20. Overweight people are friendlier than thin people.  
21. A person’s weight is a genetic issue, so fat people are not to blame for their 
weight. 
22. Overweight people are just as smart or dumb as thin. 
23. On average, fat people are just as active as thin people. 
24. Fat people have only themselves to blame for their weight. 
25. Although some fat people are surely smart, I think they tend not to be quite as 
bright as normal weight people. 
26. Overweight people are as likable or more likable than thin people.  
27. Overweight people are just as likely to achieve success at work as thin people.  
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Appendix E: Revised Anti-fat attitudes/Dislike of fat people scale 
 
Instructions: Please rate your agreement with each of the following items using the 
following scale. Many of the items are similar, so read each statement carefully. 
 
1 = Strongly disagree 
2 = Slightly disagree 
3 = Neutral, no opinion 
4 = Slightly agree 




28. Fat people are less sexually attractive than thin people. 
29. It is disgusting when a fat person wears a bathing suit at the beach. 
30. On average, fat people are lazier than thin people. 
 
Single item, more moral undertones and less about physical attraction: 





1. Fat as untrustworthy: 2, 4, 6, 8, 14 
a. I tend to think that people who are overweight are a little untrustworthy. 
b. I have a hard time taking fat people too seriously. 
c. Fat people make me feel somewhat uncomfortable.  
d. I really don’t like fat people much. 
e. If I were an employer looking to hire, I might avoid hiring a fat person. 
2. Weight affects attitudes toward other characteristics (like intelligence): 3, 10, 11 
a. Overweight people are just as smart or dumb as thin. 
b. Although some fat people are surely mart, I think they tend not to be quite 
as bright as normal weight people. 
c. I take overweight people seriously.  
3. Relationship with fat people: 5, 12 
a. I have many close friends who are overweight. 
b. I don’t have many friends who are fat. 
c. It is hard to enjoy outdoor activities with overweight friends. 
d. I enjoy recreational activities with my overweight friends. 
4. Classic, overall discomfort: 7, 9 
a. If I were an employer, I would have no problem hiring someone 
overweight. 
I have no problems trusting overweight people.   
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Appendix F: Original Attributions of Responsibility scale (AOR) 
 
Instructions: Imagine that a child is extremely obese, and answer the following 
questions regarding that child’s parent. Please rate each of the items using the following 
scale: 
 
1 = Not at all  
2 = Mostly not  
3 = Slightly not  
4 = Neutral 
5  =Slightly  
6 = Mostly  
7 = Very much  
 
Causality 
1. How responsible is a parent for the child’s weight? 
2. Was the parent at fault for the child becoming overweight? 
3. Could the parent have avoided allowing the child to become overweight? 
4. Could the parent have prevented the child from becoming overweight? 
Knowledge 
5. Was the parent aware of the potential consequences of the child becoming 
overweight?  
6. How serious are the consequences of a child becoming overweight? 
7. Did the parent foresee the harm of the child becoming overweight?  
8. Did the parent recognize the potential seriousness of the child becoming 
overweight?  
Intentionality 
9. Did the parent intend for the child to become overweight? 
10. Did the parent intend to harm the child? 
11. Could the child’s weight have been considered an accident? 
12. Did the parent plan that the child become overweight in advance?  
Moral Wrongfulness 
13. Was it wrong for the parent to allow the child to become overweight? 
14. Was the parent acting morally when they allowed the child to become 
overweight? 
15. Was the parent deceitful when the child became overweight? 





Appendix G: Revised Attributions of Responsibility scale (AOR) 
 
Instructions: Imagine that a child is extremely obese, and answer the following 
questions regarding that child’s parent. Please rate each of the items using the following 
scale: 
 
1 = Not at all  
2 = Mostly not  
3 = Slightly not  
4 = Neutral 
5  =Slightly  
6 = Mostly  
7 = Very much  
 
Causality 
1. How responsible is a parent for the child’s weight? 
2. Was the parent at fault for the child becoming overweight? 
3. Could the parent have avoided allowing the child to become overweight? 
4. Was it wrong for the parent to allow the child to become overweight? 
5. Could the parent have prevented the child from becoming overweight? 
Knowledge 
6. Was the parent aware of the potential consequences of the child becoming 
overweight?  
7. How serious are the consequences of a child becoming overweight? 
8. Did the parent foresee the harm of the child becoming overweight?  
9. Did the parent recognize the potential seriousness of the child becoming 
overweight?  
Intentionality 
10. Did the parent intend for the child to become overweight? 
11. Did the parent intend to harm the child? 
12. Could the child’s weight have been considered an accident? 
13. Did the parent plan that the child become overweight in advance?  
14. Was the parent deceitful when the child became overweight? 
Moral Wrongfulness  
15. Was the parent acting morally when they allowed the child to become 
overweight? 
16. Was the parent justified in the actions that led to the child becoming 
overweight?  
17. Is the parent a good person? 






Appendix H: Original Researcher-generated measures 
 
Each item will be given with a drop down menu of possible answer options when 
possible (including numerical answers).  
 
Section 1: Personal information 
1. For how long (in months)? _____ (Option: Not currently working) 
2. If employed, how would you describe yourself? 
a. Self-employed with no employees 
b. Self-employed with employees 
c. Government employee 
d. Non-profit employee 
e. Private company employee 
3. If employed, how would you describe your position? 
a. Higher professional (examples: doctor, electrical engineer, university 
scientist, secondary school teacher, lawyer, clergy) 
b. Managerial/higher administration (examples: business executive, high 
government official) 
c. Technical (examples: nurse, artist, primary teacher, lab tech) 
d. Basic administrative/clerical (examples: secretary, clerk, office manager, 
civil servant, bookkeeper) 
e. Sales (examples: sales manager, shop owner, shop assistant, insurance 
agent) 
f. Service (examples: restaurant owner, policeman, waitress, barber, janitor) 
g. Skilled (examples: foreman, motor mechanic, printer, tailor, electrician) 
h. Semi-skilled (examples: bus driver, carpenter, metal worker, baker) 
i. Unskilled (examples: laborer, factory worker) 
j. Home (performing home duties; not working for pay) 
4. All in all, how many times have you been married or in a long-term marriage-like 
relationship total (including current marriage or relationship, if applicable)? 
_____ 




Please provide the following information for all marriages or long term marriage-like 
relationships (during which you lived with your romantic partner), beginning with your 
current or most recent relationship.  
 
Current or most recent relationship 
1. Are you now (for current relationships) or were you… 
a. Cohabitating, never married 
b. Married 
c. Separated, not divorcing 
d. Separated, in process of divorcing 
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2. When did the relationship begin? 
3. When did the relationship end? (Current) 







 most recent relationship 
1. Were you… 
a. Cohabitating, never married 
b. Married 
c. Separated, not divorcing 
d. Separated, in process of divorcing 
2. When did the relationship begin? 
3. When did the relationship end? (Current) 







 most recent relationship 
1. Were you… 
a. Cohabitating, never married 
b. Married 
c. Separated, not divorcing 
d. Separated, in process of divorcing 
2. When did the relationship begin? 
3. When did the relationship end? (Current) 







 most recent relationship 
1. Were you… 
a. Cohabitating, never married 
b. Married 
c. Separated, not divorcing 
d. Separated, in process of divorcing 
2. When did the relationship begin? 
3. When did the relationship end? (Current) 







5. How many children under the age of 18 reside with you? _____ 
 




6. How is the child related to you? 
a. My biological child 
b. My adopted child 
c. My stepchild through marriage 
d. My foster child 
e. My partner’s child 
f. My grandchild 
g. Extended family (my niece/nephew, cousin, etc.) 
h. Other 
7. When was the child born? 
8. Is the child a…(boy/girl) 
9. What is the living arrangement for the child? 
a. I have full physical custody. 
b. I have physical custody about half the time. 
c. I have physical custody less than half the time.  
10. What is the legal arrangement for each child? 
a. I have full legal custody. 
b. I have split legal custody. 
c. I have no legal custody. 
Child 2 
1. How is the child related to you? 
a. My biological child 
b. My adopted child 
c. My stepchild through marriage 
d. My foster child 
e. My partner’s child 
f. My grandchild 
g. Extended family (my niece/nephew, cousin, etc.) 
h. Other 
2. When was the child born? 
3. Is the child a…(boy/girl) 
4. What is the living arrangement for the child? 
a. I have full physical custody. 
b. I have physical custody about half the time. 
c. I have physical custody less than half the time.  
5. What is the legal arrangement for each child? 
a. I have full legal custody. 
b. I have split legal custody. 
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c. I have no legal custody. 
 
Child 3 
1. How is the child related to you? 
a. My biological child 
b. My adopted child 
c. My stepchild through marriage 
d. My foster child 
e. My partner’s child 
f. My grandchild 
g. Extended family (my niece/nephew, cousin, etc.) 
h. Other 
2. When was the child born? 
3. Is the child a…(boy/girl) 
4. What is the living arrangement for the child? 
a. I have full physical custody. 
b. I have physical custody about half the time. 
c. I have physical custody less than half the time.  
5. What is the legal arrangement for each child? 
a. I have full legal custody. 
b. I have split legal custody. 
c. I have no legal custody. 
 
Child 4 
1. How is the child related to you? 
a. My biological child 
b. My adopted child 
c. My stepchild through marriage 
d. My foster child 
e. My partner’s child 
f. My grandchild 
g. Extended family (my niece/nephew, cousin, etc.) 
h. Other 
2. When was the child born? 
3. Is the child a…(boy/girl) 
4. What is the living arrangement for the child? 
a. I have full physical custody. 
b. I have physical custody about half the time. 
c. I have physical custody less than half the time.  
5. What is the legal arrangement for each child? 
a. I have full legal custody. 
b. I have split legal custody. 





1. Choose one child from your household between the ages of 2-12. If there is more 
than one between the ages of 2-12, please choose the one with the most recent 
past birthday. How is the child related to you? 
a. My biological child 
b. My adopted child 
c. My stepchild through marriage 
d. My foster child 
e. My partner’s child 
f. My grandchild 
g. Extended family (my niece/nephew, cousin, etc.) 
h. Other 
2. Is the child…  
a. Male 
b. Female 
3. What is the child’s age (in years)? ____ 
4. What is the child’s height? ____ feet, ____ inches 
5. What is the child’s weight (in pounds)? ____ 
6. All in all, how is the child’s health? (5 points: Excellent to Very Poor) 
7. How is the child’s vision? (5 points: Excellent to Very Poor) 
a. Does the child wear glasses or contacts? 
b. When did the child begin wearing glasses or contacts? 
 
8. When making food choices for the child, which of the following are important? 
Please rank each of the following from most important (6) to least importance (1):  
 ____ How convenient the food is to buy 
 ____ How convenient the food is to prepare 
____ How much the food costs 
 ____ How much my child likes the food 
____ How much I like the food 
 ____ How nutritious the food is 
 
Section 2: Risks of obesity 
1. What do you think are the chances that an obese child will (percentage): 
  
Feel secure ____ 
Feel happy in general ___ 
Feel physical discomfort, like muscle or skeletal soreness ____ 
Find difficulty fitting in certain seats ____ 
Find difficulty finding clothes that fit ____ 
Find difficulty in P.E. classes or playing sports ____ 
Face teasing from their peers ____ 
Face isolation from their peers ____ 
Do well in school ___ 
Be involved in extracurricular activities ___ 
Play school sports ____ 
179 
 
Lack a social life outside of school ____   
Feel depressed ____ 
Feel sadness ____ 
Not want to go to school ____ 
Fit in with their peers ____ 
 
17. On a scale from 0-100, how responsible do you think parents are for their 
children’s weight? 
a. 0 = not at all responsible 
b. 100 = totally responsible 
 
 
Section 3: General Self-efficacy Scale 
 
Section 4: Health Locus of Control 
 
Section 5: Anti-fat Attitudes/Dislike of Fat People Scale 
 
Section 6: Weight Bias/Weight Belief scales 
 
Please rate the extent to which you agree with the following statements on a scale from 0-
100 (0 = totally disagree, 100 = totally agree).   
1. I generally feel good about myself, regardless of my weight.  
2. I generally buy clothes that fit my shape, regardless of my weight. 
3. Overweight people are probably as happy as normal weight people. 
4. Overweight people should wear clothes that hide their shape. 
5. Overweight people should be ashamed of themselves.  
6. Overweight people probably envy those who are thin.  
 
I believe that...  
 
1. … genetics are to blame for obesity in adults and children. 
2. … the environment is to blame for obesity in adults and children. 
3. … obesity in young children is normal. 
4. … overweight young children will naturally lose the extra weight as they grow.  
5. … being the right weight is largely a matter of good fortune. 
6. … no matter what I intend to do, if I gain or lose weight, or stay the same in the 
near future, it is just going to happen.  
7. … if I eat properly and get enough exercise and rest, I can control my weight in 
the way I desire.  
 
8. Based on your personal experience, what percentage of school-age children would 
you say are probably overweight or obese? (percentage) _____ 
 
Section 7: Family practice 
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How well would these describe your family today? (0-100) 
 
1. I or my partner help the children with schoolwork regularly.  
2. I or my partner am concerned with the children’s whereabouts regularly. 
3. Children are rewarded for finishing their plate of food. 
4. Children are rewarded for good behavior with food.  
5. I or my partner am concerned with who my children are friends with.  
6. Children are praised for their weight in general.  
7. Children are praised for being normal or underweight. 
8. Children are praised for gaining weight. 
9. Many special family experiences involve food.  
10. Together, my family visits other family regularly. 
11. My family spends little time together as a group outside of meal times. 
12. My family is physically active.  
 
13. Meals are eaten at the same time: none of the time, some of the time, about half 
the time, most of the time, all of the time.  
14. Meals are eaten together as a group.  
15. Meals are eaten while watching TV.   
16. All members of the family eat the same food at mealtimes. 
17. Meals are prepared usually from scratch. 
18. Meals are prepared from fresh ingredients in the home. 
19. Meals are prepared from processed or pre-packaged foods in the home. 
20. Meals are prepared and packed when family members are away (this includes 
adults who pack lunches for work or children who pack lunches for school, etc). 
21. Meals are eaten outside the home. 
22. Meals are eaten at the homes of others (friend s or family).  
23. Non-family members join our family for meals. 
 
24. How often do you prepare meals alone for the rest of the family? ___meals per 
week 
25. How often do other family members (including children) participate in meal 
preparation or prepare meals alone? ___ meals per week 
26. How often do the children eat snacks that are not part of a meal? ___ times per 
week 
27. With who?: Me and/or my partner, other children, alone, other 
28. Who chooses the snack food?: Me and/or my partner, the child, other 
29. During mealtimes, who chooses what the children drink?: Me and/or my partner, 
the child, other 
 
30. Is anyone in the household on a diet now?  
a. Yes 
b. No 










v. Multiple family members at once 
32. Have you ever lost weight and re-gained the weight? 
a. Yes 
b. No 
c. How many times? _____ 
d. When was the last time you regained weight you lost (in months)? ______ 
 
PARENTS ONLY 
1. Is your child on diet now?  
a. Yes 
b. No 
2. Has your child ever been on a diet? 
a. Yes 
b. No 
c. How long ago (in months)? _____ 
 
 
Section 8: Photograph manipulation and related questions, social norms 
 
The first five questions will be presented for the photograph. 
 
1. How healthy would you rate the child in the photograph in terms of weight?  
a. 1 – Severely underweight 
b. 25 – Moderately underweight 
c. 50 – Normal weight 
d. 75 – Moderately overweight 
e. 100 – Severely overweight 
2. Would you intend to put the child in the photograph on a diet if you had the 
authority to do so? 
a. No 




3. Would you intend to increase the amount of exercise the child in the photograph 
got if you had the authority to do so? 
a. No 





e. Yes  
4. Would you intend to encourage the parent of the child in the photograph to 
control the child’s weight, either through diet or increased exercise? 
a. No 
b. Probably not 
c. Undecided 
d. Probably 
e. Yes  
5. Please rate your agreement with the following statement: I believe that there are 
circumstances under which a child’s weight should be controlled with diet and/or 
increased exercise. 
a. Strongly disagree 
b. Slightly disagree 
c. Neutral, I neither disagree nor agree that a child’s weight should ever be 
controlled 
d. Slightly agree 
e. Strongly agree 
 
6. Would your peers consider the child in the photograph…?  
a. Severely overweight 
b. Moderately overweight 
c. Healthy weight, not over- or underweight 
d. Moderately underweight 
e. Severely underweight 
7. Would your family or close friends consider the child in the photograph..? 
a. Severely overweight 
b. Moderately overweight 
c. Healthy weight, not over- or underweight 
d. Moderately underweight 
e. Severely underweight 
8. How would you yourself rate the child? 
a. Severely underweight 
b. Moderately underweight 
c. Healthy weight, not over- or underweight 
d. Moderately overweight 
e. Severely overweight 
9. Would people at your church consider the child in the photograph..? 
a. Severely overweight 
b. Moderately overweight 
c. Healthy weight, not over- or underweight 
d. Moderately underweight 
e. Severely underweight 
10. Would your spouse or partner consider the child in the photograph..? 
a. Severely overweight 
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b. Moderately overweight 
c. Healthy weight, not over- or underweight 
d. Moderately underweight 
e. Severely underweight 
11. Would the child’s peers consider the child in the photograph..? 
a. Severely overweight 
b. Moderately overweight 
c. Healthy weight, not over- or underweight 
d. Moderately underweight 
e. Severely underweight 
12. Would the parents of the child’s peers consider the child in the photograph..? 
a. Severely overweight 
b. Moderately overweight 
c. Healthy weight, not over- or underweight 
d. Moderately underweight 
e. Severely underweight 
 
PARENTS ONLY 
1. How healthy would you rate your own child in terms of weight?  
a. 1 – Severely underweight 
b. 25 – Moderately underweight 
c. 50 – Normal weight 
d. 75 – Moderately overweight 
e. 100 – Severely overweight 
2. Do you intend to put your child on a diet? 
f. No 




3. Do you intend to increase the amount of exercise your child gets? 
j. No 
k. Probably not 
l. Undecided 
m. Probably 
a. Yes  
4. Would your peers consider your child…? 
a. Severely overweight 
b. Moderately overweight 
c. Healthy weight, not over- or underweight 
d. Moderately underweight 
e. Severely underweight 
5. Would your family or close friends consider your child…? 
a. Severely overweight 
b. Moderately overweight 
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c. Healthy weight, not over- or underweight 
d. Moderately underweight 
e. Severely underweight 
6. Would your family or close friends consider your child helpful? 
a. Yes 
b. No 
7. Would your family or close friends consider your child friendly? 
a. Yes 
b. No 
8. Would your family or close friends consider your child intelligent? 
a. Yes 
b. No 
9. Would your family or close friends consider your child thoughtful? 
a. Yes 
b. No 
10. Has anyone ever told you they believed your child was overweight? 
a. Yes 
b. No 
c. If yes, when (months ago)? ____ 
 
Section 9: Attributions of Responsibility measure 
 
Section 10: Identity as a parent (PARENTS ONLY) 
1. How long have you been a parent? (in years) 
2. How many hours per week do you dedicate solely to parenting duties? (This may 
include bathing, preparing food or preparing for bedtime, etc. with your child) (in 
hours per week) 
3. Rank the following activities in terms of importance to you, with 1 indicating the 
most important of all.  
a. Being a good employee at my job/career 
b. Being a good friend 
c. Being a good spouse or partner 
d. Being a good parent 
e. Being a good member of my volunteer/community organization  
f. Being a good member of my church 
g. Being a good participant in my hobby/recreation (i.e., a sports team, a 
craft or service you provide, etc.) 
4. Now, we would like you to think about meeting people for the first time in 
various settings. You want to tell them about yourself so that they will really 
know you, but can only tell them one thing about yourself at a time. Think about 
the activities we have been asking you about for each setting presented below.  
 
First, think about meeting a coworker/parent of a child at your child’s 
school/member of your organization for the first time. In the top box, place the 
letter of the activity that you would tell him/her about first. Which activity would 
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you tell him/her about second? Place the letter in the next box. Continue until you 
have ordered all activities.  
a. Parent 
b. Employee/career 
c. Member of the volunteer/community organization 
d. Participant in hobby/recreation (i.e., a sports team, a craft or service you 
provide, etc.) 
5. Do you experience conflict (in time commitments, emotional commitments, etc.) 
between your work and parenting duties? (Strongly disagree to Strongly agree) 
6. What kind of impact would you say your work life has on your parenting life? 
(Very positive to very negative) 
7. Have you ever joined any organization formed specifically for parents? (Yes/No) 
a. How many? (numerical) 
8. Have you ever met what you would consider close friends through these 
organizations? 
a. How much time per week do you spend with them on average? (in hours) 
 
Section 11: Demographics  
1. How old are you? ____ 
2. Are you…?  
i. Male 
ii. Female 
3. What is your height? ____ feet ____ inches 
4. How much do you weigh (in pounds)? ____ 
5. In what religion were you raised? 
i. No affiliation 
ii. Atheist/I do not believe in God 
iii. Agnostic/I am not sure I there is a God 
iv. Roman Catholic 
v. Baptist 
vi. Methodist 






xiii. Other (please specify: _________________________________) 
6. What religion are you now? 
i. No affiliation 
ii. Atheist/I do not believe in God 
iii. Agnostic/I am not sure I there is a God 











xiii. Other (please specify: _________________________________) 
7. What religion is your spouse/partner now? 
i. No affiliation 
ii. Atheist/agnostic 
iii. Roman Catholic 
iv. Baptist 
v. Methodist 






xii. Other (please specify: _________________________________) 
 
Section 12: Religiosity 
 
Please rate each of the following items on a scale from 0-100 based on how applicable 
each statement is to you (0 = not at all applicable, 100 = totally applicable).  
8. I try hard to live my life according to my religious beliefs 
9. I have often had a strong sense of God’s presence 
10. My whole approach to life is based on my religion 
11. My religion is important because it answers many questions about the meaning of 
life 
12. I enjoy reading about my religion 
13. It is important to me to spend time in private thought and prayer 
14. What religion offers me most is comfort in times of trouble and sorrow 
15. Prayer is for peace and happiness 
16. I pray mainly to gain relief and protection 
17. I go to church because it helps me make friends 
18. I go to church mainly because I enjoy seeing people I know there 
19. I go to church mainly to spend time with my friends 
 
20. How often do you attend religious services? (Never, Less than once a year, Once 





21. How often does your spouse/partner attend religious services? (Never, Less than 
once a year, Once a year, Several times a year, Monthly, 2 or 3 times a month, 
Nearly every week, Weekly, Daily) 
22. How often do your children attend Sunday school? (Never, Less than once a year, 
Once a year, Several times a year, Monthly, 2 or 3 times a month, Nearly every 
week, Weekly, Daily) 
 
23. What is your level of education? 
i. Grade school only 
ii. Middle school only 
iii. Some high school, no diploma 
iv. High school diploma 
v. High school equivalent (GED) 
vi. Some college, no degree completed 
vii. Associate’s degree completed 
viii. Bachelor’s degree completed 
ix. 1 year post-graduate certificate completed 
x. 2 year post-graduate degree completed (JD, MA, etc.) 
xi. Extended post-graduate degree completed (PhD, MD, etc.) 
 
24. Politically, where do you stand on economic issues? 
i. Very Liberal 
ii. Liberal 
iii. Slightly Liberal 
iv. Moderate 
v. Slightly Conservative 
vi. Conservative 
vii. Very Conservative  
   
25. Politically, where do you stand on social/moral issues? 
i. Very Liberal 
ii. Liberal 
iii. Slightly Liberal 
iv. Moderate 
v. Slightly Conservative 
vi. Conservative 
vii. Very Conservative  
  
26. Do you have a political party affiliation? If so, please specify here:  Strong 
republican -> strong democrat (include independent, other and swinging) 
 
27. What is your annual household income from all sources (e.g., parent's income, 
child support received, personal income, retirement income)? 
i. Less than $20,000  
ii. $20,000 to $24,000 
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iii. $25,000 to $29,000 
iv. $30,000 to $34,000 
v. $35,000 to $39,000 
vi. $40,000 to $44,000 
vii. $45,000 to $49,000 
viii. $50,000 to $54,000 
ix. $55,000 to $59,000 
x. $60,000 to $70,000 
xi. $70,000 to $80,000 
xii. $80,000 to $90,000 
xiii. More than $90,000 
 
28. What is your racial/ethnic background? (allow more than one response) 
i. African-American          
ii. Native American 
iii. Asian-American         
iv. White American 
v. Hispanic-American          
vi. Other (specify_________________) 
29. What is your spouse/partner’s racial/ethnic background? (allow more than one 
response) 
i. African-American          
ii. Native American 
iii. Asian-American         
iv. White American 
v. Hispanic-American          




Appendix I: Revised Researcher-generated measures 
 
Each item will be given with a drop down menu of possible answer options when 
possible (including numerical answers).  
 
Section 1: Personal information 
6. Are you currently employed? 
a. Yes 
b. No 
7. For how long (in years)? _____ (Option: Does not apply) 
8. If employed, how would you describe yourself? 
a. Self-employed with no employees 
b. Self-employed with employees 
c. Government employee 
d. Non-profit employee 
e. Private company employee 
f. Unemployed 
9. If employed, how would you describe your position? 
a. Higher professional (examples: doctor, electrical engineer, university 
scientist, secondary school teacher, lawyer, clergy) 
b. Managerial/higher administration (examples: business executive, high 
government official) 
c. Technical (examples: nurse, artist, primary teacher, lab tech) 
d. Basic administrative/clerical (examples: secretary, clerk, office manager, 
civil servant, bookkeeper) 
e. Sales (examples: sales manager, shop owner, shop assistant, insurance 
agent) 
f. Service (examples: restaurant owner, policeman, waitress, barber, janitor) 
g. Skilled (examples: foreman, motor mechanic, printer, tailor, electrician) 
h. Semi-skilled (examples: bus driver, carpenter, metal worker, baker) 
i. Unskilled (examples: laborer, factory worker) 
j. Home (performing home duties; not working for pay) 
k. Unemployed 
10. What is your current relationship status? 
a. Single, never married 
b. In a relationship, not cohabitating 
c. In a relationship, cohabitating 
d. Married 
e. Separated, not divorcing 
f. Separated, in process of divorcing 
g. Divorced 
h. Widowed 
11. All in all, how many times have you been married or in a long-term marriage-like 




12. If currently married, had you lived together before your marriage? 
a. Yes 
b. No 
c. Does not apply, not currently married 
 
Please provide the following information for all marriages or long term marriage-like 
relationships (during which you lived with your romantic partner), beginning with your 
current or most recent relationship.  
 
Current or most recent relationship 
5. Are you now (for current relationships) or were you… 
a. In a relationship, but not cohabitating 
b. Cohabitating, never married 
c. Married 
d. Separated, not divorcing 
e. Separated, in process of divorcing 
6. When did the relationship begin? 
7. When did the relationship end? (Current) 








 most recent relationship 
5. Were you… 
a. In a relationship, but not cohabitating 
b. Cohabitating, never married 
c. Married 
d. Separated, not divorcing 
e. Separated, in process of divorcing 
f. Does not apply 
6. When did the relationship begin? 
7. When did the relationship end? (Current) 







 most recent relationship 
11. Were you… 
a. In a relationship, but not cohabitating 
b. Cohabitating, never married 
c. Married 
d. Separated, not divorcing 
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e. Separated, in process of divorcing 
f. Does not apply 
12. When did the relationship begin? 
13. When did the relationship end? (Current) 







 most recent relationship 
5. Were you… 
a. In a relationship, but not cohabitating 
b. Cohabitating, never married 
c. Married 
d. Separated, not divorcing 
e. Separated, in process of divorcing 
f. Does not apply 
6. When did the relationship begin? 
7. When did the relationship end? (Current) 





15. How many children under the age of 18 reside with you?  
a. Constrained: 0-10+ 
 




16. How is the child related to you? 
a. My biological child 
b. My adopted child 
c. My stepchild through marriage 
d. My foster child 
e. My partner’s child 
f. My grandchild 
g. Extended family (my niece/nephew, cousin, etc.) 
h. Other 
17. When was the child born? 
18. Is the child a…(boy/girl) 
19. What is the living arrangement for the child? 
a. I have full physical custody. 
b. I have physical custody about half the time. 
192 
 
c. I have physical custody less than half the time.  
20. What is the legal arrangement for each child? 
a. I have full legal custody. 
b. I have split legal custody. 
c. I have no legal custody. 
Child 2 
6. How is the child related to you? 
a. My biological child 
b. My adopted child 
c. My stepchild through marriage 
d. My foster child 
e. My partner’s child 
f. My grandchild 
g. Extended family (my niece/nephew, cousin, etc.) 
h. Other 
7. When was the child born? 
8. Is the child a…(boy/girl) 
9. What is the living arrangement for the child? 
a. I have full physical custody. 
b. I have physical custody about half the time. 
c. I have physical custody less than half the time.  
10. What is the legal arrangement for each child? 
a. I have full legal custody. 
b. I have split legal custody. 
c. I have no legal custody. 
 
Child 3 
6. How is the child related to you? 
a. My biological child 
b. My adopted child 
c. My stepchild through marriage 
d. My foster child 
e. My partner’s child 
f. My grandchild 
g. Extended family (my niece/nephew, cousin, etc.) 
h. Other 
7. When was the child born? 
8. Is the child a…(boy/girl) 
9. What is the living arrangement for the child? 
a. I have full physical custody. 
b. I have physical custody about half the time. 
c. I have physical custody less than half the time.  
10. What is the legal arrangement for each child? 
a. I have full legal custody. 
b. I have split legal custody. 
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c. I have no legal custody. 
 
Child 4 
6. How is the child related to you? 
a. My biological child 
b. My adopted child 
c. My stepchild through marriage 
d. My foster child 
e. My partner’s child 
f. My grandchild 
g. Extended family (my niece/nephew, cousin, etc.) 
h. Other 
7. When was the child born? 
8. Is the child a…(boy/girl) 
9. What is the living arrangement for the child? 
a. I have full physical custody. 
b. I have physical custody about half the time. 
c. I have physical custody less than half the time.  
10. What is the legal arrangement for each child? 
a. I have full legal custody. 
b. I have split legal custody. 
c. I have no legal custody. 
 
PARENTS ONLY 
9. Choose one child from your household between the ages of 2-12. If there is more 
than one between the ages of 2-12, please choose the one with the most recent 
past birthday. How is the child related to you? 
a. My biological child 
b. My adopted child 
c. My stepchild through marriage 
d. My foster child 
e. My partner’s child 
f. My grandchild 
g. Extended family (my niece/nephew, cousin, etc.) 
h. Other 
10. Is the child…  
a. Male 
b. Female 
11. What is the child’s height? ____ feet, ____ inches 
12. What is the child’s weight (in pounds)? ____ 
13. All in all, how is the child’s health? (5 points: Excellent to Very Poor) 
14. How is the child’s vision? (5 points: Excellent to Very Poor) 
15. Does the child wear glasses or contacts? 





16. When making food choices for the child, which of the following are important? 
Please rank each of the following from most important (6) to least importance (1):  
 ____ How convenient the food is to buy 
 ____ How convenient the food is to prepare 
____ How much the food costs 
 ____ How much my child likes the food 
____ How much I like the food 
 ____ How nutritious the food is 
17. What is the child’s age (in years)? ____ 
 
Section 2: Photograph manipulation and related questions, social norms 
 
The first five questions will be presented for the photograph. 
 
13. What number appeared on the image you saw?  
a. Constrained: 1-19, Not sure 
14. How healthy would you rate the child in the photograph in terms of weight?  
a. 1 – Severely underweight 
b. 25 – Moderately underweight 
c. 50 – Normal weight 
d. 75 – Moderately overweight 
e. 100 – Severely overweight 
15. What percentile do you think this child is in terms of weight? For example, a child 
at the 50th percentile weighs more than 50% of children the same age and gender, 
and weighs less than 50% of children the same age and gender. 
a. Percentile: 0-100 
16. Would you intend to put the child in the photograph on a weight-loss diet if you 
had the authority to do so? 
a. No 




17. Would you intend to increase the amount of exercise the child in the photograph 
got if you had the authority to do so? 
a. No 
b. Probably not 
c. Undecided 
d. Probably 
e. Yes  
18. Would you intend to encourage the parent of the child in the photograph to 
control the child’s weight, either through diet or increased exercise? 
a. No 





e. Yes  
 
19. Would your peers consider the child in the photograph…?  
a. Severely overweight 
b. Moderately overweight 
c. Healthy weight, not over- or underweight 
d. Moderately underweight 
e. Severely underweight 
20. Would your family or close friends consider the child in the photograph..? 
a. Severely overweight 
b. Moderately overweight 
c. Healthy weight, not over- or underweight 
d. Moderately underweight 
e. Severely underweight 
21. How would you yourself rate the child? 
a. Severely underweight 
b. Moderately underweight 
c. Healthy weight, not over- or underweight 
d. Moderately overweight 
e. Severely overweight 
22. Would people at your church consider the child in the photograph..? 
a. Severely overweight 
b. Moderately overweight 
c. Healthy weight, not over- or underweight 
d. Moderately underweight 
e. Severely underweight 
23. Would your spouse or partner consider the child in the photograph..? 
a. Severely overweight 
b. Moderately overweight 
c. Healthy weight, not over- or underweight 
d. Moderately underweight 
e. Severely underweight 
24. Would the child’s peers consider the child in the photograph..? 
a. Severely overweight 
b. Moderately overweight 
c. Healthy weight, not over- or underweight 
d. Moderately underweight 
e. Severely underweight 
25. Would the parents of the child’s peers consider the child in the photograph..? 
a. Severely overweight 
b. Moderately overweight 
c. Healthy weight, not over- or underweight 
d. Moderately underweight 
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e. Severely underweight 
26. Please rate your agreement with the following statement: I believe that there are 
circumstances under which a child’s weight should be controlled with diet and/or 
increased exercise. 
a. Strongly disagree 
b. Slightly disagree 
c. Neutral, I neither disagree nor agree that a child’s weight should ever be 
controlled 
d. Slightly agree 




11. How healthy would you rate your child in terms of weight?  
a. 1 – Severely underweight 
b. 25 – Moderately underweight 
c. 50 – Normal weight 
d. 75 – Moderately overweight 
e. 100 – Severely overweight 
12. Do you intend to put your child on a weight-loss diet? 
f. No 




13. Do you intend to increase the amount of exercise your child gets? 
j. No 
k. Probably not 
l. Undecided 
m. Probably 
a. Yes  
14. Would your peers consider your child…? 
a. Severely overweight 
b. Moderately overweight 
c. Healthy weight, not over- or underweight 
d. Moderately underweight 
e. Severely underweight 
15. Would your family or close friends consider your child…? 
a. Severely overweight 
b. Moderately overweight 
c. Healthy weight, not over- or underweight 
d. Moderately underweight 
e. Severely underweight 





17. Would your family or close friends consider your child friendly? 
a. Yes 
b. No 
18. Would your family or close friends consider your child intelligent? 
a. Yes 
b. No 
19. Would your family or close friends consider your child thoughtful? 
a. Yes 
b. No 





Section 3: Risks of obesity 
2. What do you think are the chances that an obese child will (percentage): 
  
Feel secure ____ 
Feel happy in general ___ 
Feel physical discomfort, like muscle or skeletal soreness ____ 
Find difficulty fitting in certain seats ____ 
Find difficulty finding clothes that fit ____ 
Find difficulty in P.E. classes or playing sports ____ 
Face teasing from their peers ____ 
Face isolation from their peers ____ 
Do well in school ___ 
Be involved in extracurricular activities ___ 
Play school sports ____ 
Lack a social life outside of school ____   
Feel depressed ____ 
Feel sadness ____ 
Not want to go to school ____ 
Fit in with their peers ____ 
 
3. On a scale from 0-100, how responsible do you think parents are for their 
children’s weight? 
a. 0 = not at all responsible 
b. 100 = totally responsible 
 
 
Section 4: General Self-efficacy Scale 
 




Section 6: Anti-fat Attitudes/Dislike of Fat People Scale 
 
Section 7: Health Locus of Control (HLOC), Weight Locus of Control (WLOC)  
 
Section 8: Weight Bias/Weight Beliefs Scale 
 
Please rate the extent to which you agree with the following statements on a scale from 0-
100 (0 = totally disagree, 100 = totally agree).   
7. I generally feel good about myself, regardless of my weight.  
8. I generally buy clothes that fit my shape, regardless of my weight. 
9. Overweight people are probably as happy as normal weight people. 
10. Overweight people should wear clothes that hide their shape. 
11. Overweight people should be ashamed of themselves.  
12. Overweight people probably envy those who are thin.  
 
 
I believe that...  
 
9. … genetics are to blame for obesity in adults and children. 
10. … the environment is to blame for obesity in adults and children. 
11. … obesity in young children is normal. 
12. … overweight young children will naturally lose the extra weight as they grow.  
13. … being the right weight is largely a matter of good fortune. 
14. … no matter what I intend to do, if I gain or lose weight, or stay the same in the 
near future, it is just going to happen.  
15. … if I eat properly and get enough exercise and rest, I can control my weight in 
the way I desire.  
 
16. Based on your personal experience, what percentage of school-age children would 
you say are probably overweight or obese? (percentage) _____ 
 
Section 9: Family practice 
How well would these describe your family today?  
 
0 = Totally disagree 
100 = Totally agree 
 
33. I or my partner help the children with schoolwork regularly.  
34. I or my partner am concerned with the children’s whereabouts regularly. 
35. Children are rewarded for finishing their plate of food. 
36. Children are rewarded for good behavior with food.  
37. I or my partner am concerned with who my children are friends with.  
38. Children are praised for their weight in general.  
39. Children are praised for being normal or underweight. 
40. Children are praised for gaining weight. 
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41. Many special family experiences involve food.  
42. Together, my family visits other family regularly. 
43. My family spends little time together as a group outside of meal times. 
44. My family is physically active.  
 
45. Meals are eaten at the same time: none of the time, some of the time, about half 
the time, most of the time, all of the time.  
46. Meals are eaten together as a group.  
47. Meals are eaten while watching TV.   
48. All members of the family eat the same food at mealtimes. 
49. Meals are prepared usually from scratch. 
50. Meals are prepared from fresh ingredients in the home. 
51. Meals are prepared from processed or pre-packaged foods in the home. 
52. Meals are prepared and packed when family members are away (this includes 
adults who pack lunches for work or children who pack lunches for school, etc). 
53. Meals are eaten outside the home. 
54. Meals are eaten at the homes of others (friend s or family).  
55. Non-family members join our family for meals. 
 
56. How often do you prepare meals alone for the rest of the family? ___meals per 
week 
57. How often do other family members (including children) participate in meal 
preparation or prepare meals alone? ___ meals per week 
58. How often do the children eat snacks that are not part of a meal? ___ times per 
week 
59. With who?: Me and/or my partner, other children, alone, other 
60. Who chooses the snack food?: Me and/or my partner, the child, other 
61. During mealtimes, who chooses what the children drink?: Me and/or my partner, 
the child, other 
 
62. Is anyone in the household on a diet now?  
a. Yes 
b. No 








v. Multiple family members at once 





c. How many times? _____ 
d. When was the last time you regained weight you lost (in months)? ______ 
 
PARENTS ONLY 
3. Is your child on a weight-loss diet now?  
a. Yes 
b. No 
4. Has your child ever been on a weight-loss diet? 
a. Yes 
b. No 
c. How long ago (in months)? _____ 
 
 
Section 10: Attributions of Responsibility measure 
 
Section 11: Identity as a parent (PARENTS ONLY) 
 
1. How long have you been a parent? (in years) 
2. How many hours per week do you dedicate solely to parenting duties? (This may 
include bathing, preparing food or preparing for bedtime, etc. with your child) (in 
hours per week) 
3. Rank the following activities in terms of importance to you, with 1 indicating the 
most important of all.  
a. Being a good employee at my job/career 
b. Being a good friend 
c. Being a good spouse or partner 
d. Being a good parent 
e. Being a good member of my volunteer/community organization  
f. Being a good member of my church 
g. Being a good participant in my hobby/recreation (i.e., a sports team, a 
craft or service you provide, etc.) 
4. Now, we would like you to think about meeting people for the first time in 
various settings. You want to tell them about yourself so that they will really 
know you, but can only tell them one thing about yourself at a time. Think about 
the activities we have been asking you about for each setting presented below.  
 
First, think about meeting a coworker/parent of a child at your child’s 
school/member of your organization for the first time. In the top box, place the 
letter of the activity that you would tell him/her about first. Which activity would 
you tell him/her about second? Place the letter in the next box. Continue until you 
have ordered all activities.  
a. Parent 
b. Employee/career 
c. Member of the volunteer/community organization 
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d. Participant in hobby/recreation (i.e., a sports team, a craft or service you 
provide, etc.) 
5. Do you experience conflict (in time commitments, emotional commitments, etc.) 
between your work and parenting duties? (5 points: Strongly disagree to Strongly 
agree) 
6. What kind of impact would you say your work life has on your parenting life? (5 
points: Very positive to very negative) 
7. Have you ever joined any organization formed specifically for parents? (Yes/No) 
a. How many? (numerical) 
8. Have you ever met what you would consider close friends through these 
organizations? 
a. How much time per week do you spend with them on average? (in hours) 
 
Section 12: Demographics  
 
30. How old are you? ____ 
31. Are you…?  
i. Male 
ii. Female 
32. What is your height? ____ feet ____ inches 
33. How much do you weigh (in pounds)? ____ 
34. In what religion were you raised? 
i. No affiliation 
ii. Atheist/I do not believe in God 
iii. Agnostic/I am not sure I there is a God 
iv. Roman Catholic 
v. Baptist 
vi. Methodist 






xiii. Other (please specify: _________________________________) 
35. What religion are you now? 
i. No affiliation 
ii. Atheist/I do not believe in God 
iii. Agnostic/I am not sure I there is a God 
iv. Roman Catholic 
v. Baptist 
vi. Methodist 








xiii. Other (please specify: _________________________________) 
36. What religion is your spouse/partner now? 
i. No affiliation 
ii. Atheist/agnostic 
iii. Roman Catholic 
iv. Baptist 
v. Methodist 






xii. Other (please specify: _________________________________) 
 
Section 13: Religiosity 
 
Please rate each of the following items on a scale from 0-100 based on how applicable 
each statement is to you (0 = not at all applicable, 100 = totally applicable).  
 
37. I try hard to live my life according to my religious beliefs 
38. I have often had a strong sense of God’s presence 
39. My whole approach to life is based on my religion 
40. My religion is important because it answers many questions about the meaning of 
life 
41. I enjoy reading about my religion 
42. It is important to me to spend time in private thought and prayer 
43. What religion offers me most is comfort in times of trouble and sorrow 
44. Prayer is for peace and happiness 
45. I pray mainly to gain relief and protection 
46. I go to church because it helps me make friends 
47. I go to church mainly because I enjoy seeing people I know there 
48. I go to church mainly to spend time with my friends 
 
49. How often do you attend religious services? (Never, Less than once a year, Once 
a year, Several times a year, Monthly, 2 or 3 times a month, Nearly every week, 
Weekly, Daily) 
50. How often does your spouse/partner attend religious services? (Never, Less than 
once a year, Once a year, Several times a year, Monthly, 2 or 3 times a month, 
Nearly every week, Weekly, Daily) 
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51. How often do your children attend Sunday school? (Never, Less than once a year, 
Once a year, Several times a year, Monthly, 2 or 3 times a month, Nearly every 
week, Weekly, Daily) 
 
52. What is your level of education? 
i. Grade school only 
ii. Middle school only 
iii. Some high school, no diploma 
iv. High school diploma 
v. High school equivalent (GED) 
vi. Some college, no degree completed 
vii. Associate’s degree completed 
viii. Bachelor’s degree completed 
ix. 1 year post-graduate certificate completed 
x. 2 year post-graduate degree completed (JD, MA, etc.) 
xi. Extended post-graduate degree completed (PhD, MD, etc.) 
 
53. Politically, where do you stand on economic issues? 
i. Very Liberal 
ii. Liberal 
iii. Slightly Liberal 
iv. Moderate 
v. Slightly Conservative 
vi. Conservative 
vii. Very Conservative  
   
54. Politically, where do you stand on social/moral issues? 
i. Very Liberal 
ii. Liberal 
iii. Slightly Liberal 
iv. Moderate 
v. Slightly Conservative 
vi. Conservative 
vii. Very Conservative  
  
55. Do you have a political party affiliation? If so, please specify here:  Strong 
republican -> strong democrat (include independent, other and swinging) 
 
56. What is your annual household income from all sources (e.g., parent's income, 
child support received, personal income, retirement income)? 
i. Less than $20,000  
ii. $20,000 to $24,000 
iii. $25,000 to $29,000 
iv. $30,000 to $34,000 
v. $35,000 to $39,000 
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vi. $40,000 to $44,000 
vii. $45,000 to $49,000 
viii. $50,000 to $54,000 
ix. $55,000 to $59,000 
x. $60,000 to $70,000 
xi. $70,000 to $80,000 
xii. $80,000 to $90,000 
xiii. More than $90,000 
 
57. What is your racial/ethnic background? (allow more than one response) 
i. African-American          
ii. Native American 
iii. Asian-American         
iv. White American 
v. Hispanic-American          
vi. Other (specify_________________) 
58. What is your spouse/partner’s racial/ethnic background? (allow more than one 
response) 
i. African-American          
ii. Native American 
iii. Asian-American         
iv. White American 
v. Hispanic-American          






Appendix J: Manipulated Photographs 
 
 
Images 1-3: Photographs of girls, severely under- to severely overweight (ages 9-12, 6-8, 



















Appendix K: Social Comparison Vignettes 
 
Proximal target: Look at the picture of the child. Imagine someone you know who you 
feel very close to (e.g., have extended contact with like a close friend or a relative) who 
could be the parent of the child in the photo. This person would likely be your close 
friend or relative who is between the ages of 20-50. Imagine that this person is the parent 




Distal target: Look at the picture of the child. Imagine someone you know who you are 
not very close to (e.g., who you do not have extended contact with, like a co-worker or 
friend of a friend) who could be the parent of the child in the photo. This person would 
not likely be your close friend or relative, but is between the ages of 20-50. Imagine that 




Appendix L: Debriefing Form 
 
Social Comparison and Children’s Health 
 
Purpose: This experiment is part of a larger set of studies that investigate the factors that 
influence how people perceive children’s weight. There were several experimental 
conditions, and you participated in only one condition. Thus, different participants 
received different pictures of the child, allowing the researchers to discover what factors 
influence participants' responses to the survey.  
 
If you feel the need to speak to a counseling professional, you may contact the 
Counseling and Testing Center at (775)784-4648, or the Crisis Call center (775) 784-
8090. 
 
Confidentiality: You will not be personally identified in any way by the information you 
provide or in any reports that may result from this study. Only the investigators and UNR 
Social Behavioral Institutional Review Board will have access to the data, which will be 
destroyed after 5 years.  
 
Contact: If you have further questions or concerns, you may ask the experimenter or 
contact the research assistant Jenny Reichert at jennyrreichert@gmail.com or (817) 454 - 






 Appendix M: Table 1a. 
Table 1a. Research Question One: Individual Differences predicting Intentions for Weight-Loss Diet, 
Intentions for Exercise, Deviation Scores 
  
Intentions for Weight-Loss Diet (n=280) 
  
Full Model Adjusted R
2
 = .28 
            b  SE b  t   95% CI 
Demographics 
      Marital Status 
      
 
Single, never married - Reference 
      
 
In a relationship, not cohabitating -0.109 7.296 -0.01 ns -14.479 14.261 
 
In a relationship, cohabitating 3.835 5.908 0.65 ns -7.802 15.472 
 
Married -1.189 4.606 -0.26 ns -10.260 7.883 
 
Separated, not divorcing 0.593 12.461 0.05 ns -23.951 25.137 
 
Separated, in process of divorcing -3.526 9.163 -0.38 ns -21.574 14.521 
 
Divorced 4.804 6.420 0.75 ns -7.842 17.449 
 
Widowed 98.768 20.482 4.82 *** 58.426 139.111 
        Education 
      
 
No high school - Reference 
      
 
High School Only 6.295 11.823 0.53 ns -16.993 29.583 
 
College Only 9.697 11.572 0.84 ns -13.095 32.490 
 
Advanced Degree/Training 6.682 12.073 0.55 ns -17.098 30.462 
        Current Employment Status -0.469 2.826 -0.17 ns -6.035 5.097 
Gender -6.269 3.181 -1.97 * -12.534 -0.005 
Age -0.042 0.222 -0.19 ns -0.479 0.396 
Lost and regained weight 0.343 3.182 0.11 ns -5.924 6.610 
        BMI Status 
      
 
Underweight - Reference 
      
 
Normal weight -35.459 7.256 -4.89 *** -49.751 -21.166 
 
Overweight -34.638 7.378 -4.69 *** -49.170 -20.106 
 
Obese -35.880 7.420 -4.84 *** -50.495 -21.264 





Table 1a. Research Question One: Individual Differences predicting Intentions for Weight-Loss 
Diet, Intentions for Exercise, Deviation Scores 
  
Intentions for Diet (n=280) 
  
Full Model Adjusted R
2
 = .28 
            b  SE b  t   95% CI 
Individual Differences 
      How Long as Parent 0.344 0.238 1.44 ns -0.126 0.813 
Religiosity - Fellowship 0.006 0.063 0.1 ns -0.117 0.129 
Religiosity - Spiritual -0.024 0.041 -0.58 ns -0.105 0.057 
Weight Bias Scale – Feelings 
about others 0.064 0.061 1.04 ns -0.056 0.184 
Weight Bias Scale - Body Image 0.012 0.061 0.2 ns -0.107 0.132 
Weight Belief Scale 0.186 0.088 2.12 * 0.013 0.359 
DFPS -0.123 0.088 -1.4 ns -0.295 0.050 
HLOC - Internal -0.133 0.084 -1.58 ns -0.300 0.033 
HLOC - External 0.072 0.083 0.87 ns -0.091 0.236 
AFA -0.035 0.068 -0.51 ns -0.168 0.099 
Experiences of Obesity – 
Positive -0.023 0.076 -0.3 ns -0.174 0.127 
Exerpiences of Obesity - 
Negative -0.013 0.068 -0.19 ns -0.146 0.120 
Mealtime Routines - Positive -0.310 0.400 -0.77 ns -1.097 0.478 
Mealtime Routines – Involve 
others 5.545 2.565 2.16 * 0.493 10.597 
WLOC -0.048 0.118 -0.41 ns -0.281 0.185 
GSES 0.034 0.092 0.37 ns -0.148 0.217 
*p < .05, **p < .01, ***p < .001 
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 Appendix N: Table 1b. 
Table 1b. Research Question One: Individual Differences predicting Intentions for Weight-Loss Diet, 
Intentions for Exercise, Deviation Scores 
  
Intentions for Exercise (n=280) 
  
Full Model Adjusted R
2
 = .16 
            b  SE b  t   95% CI 
Demographics 
      Marital Status 
      
 
Single, never married - Reference 
      
 
In a relationship, not cohabitating -6.155 14.266 -0.43 ns -34.253 21.943 
 
In a relationship, cohabitating 10.357 11.553 0.9 ns -12.397 33.112 
 
Married 0.991 9.006 0.11 ns -16.747 18.729 
 
Separated, not divorcing 15.173 24.366 0.62 ns -32.819 63.166 
 
Separated, in process of divorcing 20.757 17.917 1.16 ns -14.532 56.047 
 
Divorced -0.534 12.554 -0.04 ns -25.260 24.193 
 
Widowed 41.862 40.050 1.05 ns -37.022 120.746 
        Education 
      
 
No high school - Reference 
      
 
High School Only 11.107 23.119 0.48 ns -34.430 56.643 
 
College Only 7.222 22.627 0.32 ns -37.345 51.789 
 
Advanced Degree/Training 12.713 23.607 0.54 ns -33.785 59.211 
        Current Employment Status -5.262 5.525 -0.95 ns -16.146 5.621 
Gender -21.015 6.219 -3.38 ** -33.265 -8.765 
Age -0.961 0.434 -2.21 * -1.816 -0.105 
Lost and regained weight -19.897 6.221 -3.2 ** -32.151 -7.643 
        BMI Status 
      
 
Underweight - Reference 
      
 
Normal weight -24.142 14.189 -1.7 ns -52.089 3.805 
 
Overweight -30.816 14.427 -2.14 * -59.231 -2.400 
 
Obese -32.556 14.509 -2.24 * -61.135 -3.978 






Table 1b. Research Question One: Individual Differences predicting Intentions for Weight-
Loss Diet, Intentions for Exercise, Deviation Scores 
  
Intentions for Exercise (n=280) 
  
Full Model Adjusted R
2
 = .16 
            b  SE b  t   95% CI 
Individual Differences 
      How Long as Parent 1.486 0.466 3.19 ** 0.568 2.404 
Religiosity - Fellowship 0.188 0.122 1.53 ns -0.053 0.428 
Religiosity - Spiritual -0.113 0.081 -1.41 ns -0.272 0.045 
Weight Bias Scale – Feelings 
about others 0.117 0.119 0.98 ns -0.118 0.351 
Weight Bias Scale - Body 
Image -0.004 0.119 -0.03 ns -0.238 0.230 
Weight Belief Scale 0.113 0.172 0.66 ns -0.225 0.451 
DFPS -0.026 0.171 -0.15 ns -0.363 0.312 
HLOC - Internal -0.125 0.165 -0.76 ns -0.451 0.200 
HLOC - External -0.146 0.162 -0.9 ns -0.465 0.174 
AFA -0.105 0.132 -0.79 ns -0.366 0.156 
Experiences of Obesity - 
Positive 0.096 0.149 0.64 ns -0.198 0.390 
Experiences of Obesity - 
Negative 0.349 0.132 2.64 ** 0.088 0.610 
Mealtime Routines - Positive -0.709 0.781 -0.91 ns -2.248 0.830 
Mealtime Routines – Involve 
others 7.120 5.015 1.42 ns -2.759 16.998 
WLOC -0.085 0.231 -0.37 ns -0.540 0.370 
GSES 0.109 0.181 0.61 ns -0.247 0.466 
*p < .05, **p < .01, ***p < .001 
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 Appendix O: Table 1c. 
Table 1c. Research Question One: Individual Differences predicting Intentions for Weight-Loss 
Diet, Intentions for Exercise, Deviation Scores 
  
Deviation Scores (n=280) 
  
Full Model Adjusted R
2
 = .13 
            b  SE b  t   95% CI 
Demographics 
      Marital Status 
      
 
Single, never married - Reference 
      
 
In a relationship, not cohabitating 1.914 8.548 0.22 ns -14.923 18.751 
 
In a relationship, cohabitating 0.290 6.923 0.04 ns -13.345 13.925 
 
Married -0.419 5.396 -0.08 ns -11.048 10.210 
 
Separated, not divorcing -22.421 14.601 -1.54 ns -51.179 6.337 
 
Separated, in process of divorcing -9.799 10.736 -0.91 ns -30.946 11.347 
 
Divorced -4.080 7.522 -0.54 ns -18.896 10.736 
 
Widowed 58.003 23.999 2.42 * 10.734 105.272 
        Education 
      
 
No high school - Reference 
      
 
High School Only 3.390 13.853 0.24 ns -23.896 30.676 
 
College Only -5.284 13.559 -0.39 ns -31.990 21.422 
 
Advanced Degree/Training -1.838 14.146 -0.13 ns -29.701 26.025 
        Current Employment Status 1.245 3.311 0.38 ns -5.277 7.766 
Gender -2.625 3.727 -0.7 ns -9.965 4.715 
Age 0.055 0.260 0.21 ns -0.458 0.567 
Lost and regained weight 3.897 3.728 1.05 ns -3.446 11.240 
        BMI Status 
      
 
Underweight - Reference 
      
 
Normal weight 11.732 8.502 1.38 ns -5.015 28.479 
 
Overweight 14.333 8.645 1.66 ns -2.694 31.360 
 
Obese 20.547 8.694 2.36 * 3.423 37.672 





Table 1c. Research Question One: Individual Differences predicting Intentions for Weight-
Loss Diet, Intentions for Exercise, Deviation Scores 
  
Deviation Scores (n=280) 
  
Full Model Adjusted R
2
 = .13 
            b  SE b  t   95% CI 
Individual Differences 
      How Long as Parent 0.030 0.279 0.11 ns -0.520 0.580 
Religiosity - Fellowship -0.089 0.073 -1.21 ns -0.233 0.056 
Religiosity - Spiritual 0.053 0.048 1.1 ns -0.042 0.148 
Weight Bias Scale – Feelings 
about others 0.128 0.071 1.79 ns -0.013 0.268 
Weight Bias Scale - Body 
Image -0.085 0.071 -1.19 ns -0.225 0.056 
Weight Belief Scale 0.098 0.103 0.96 ns -0.104 0.301 
DFPS 0.185 0.103 1.8 ns -0.017 0.387 
HLOC - Internal -0.021 0.099 -0.21 ns -0.216 0.174 
HLOC - External -0.012 0.097 -0.13 ns -0.204 0.179 
AFA -0.079 0.079 -0.99 ns -0.235 0.078 
Experiences of Obesity - 
Positive -0.107 0.089 -1.2 ns -0.284 0.069 
Experiences of Obesity - 
Negative -0.056 0.079 -0.71 ns -0.212 0.100 
Mealtime Routines - Positive -0.323 0.468 -0.69 ns -1.245 0.599 
Mealtime Routines – Involve 
others 5.645 3.005 1.88 ns -0.275 11.564 
WLOC 0.142 0.139 1.03 ns -0.131 0.415 
GSES 0.058 0.108 0.54 ns -0.155 0.272 





Appendix P. Table 2 
Table 2. Research Question Two: Attributions for responsibility for children's weight 
  
Responsibility for Children's Weight (n=786) 
  
Full Model Adjusted R
2
 = .2958 
    b  SE b  t   β 
Demographics 
     Marital Status 
     
 
Single, never married - Reference 
     
 
In a relationship, not cohabitating -1.620 2.360 -0.69 ns -0.024 
 
In a relationship, cohabitating -2.592 2.180 -1.19 ns -0.043 
 
Married -0.235 1.741 -0.13 ns -0.006 
 
Separated, not divorcing 
-
10.486 7.269 -1.44 ns -0.045 
 
Separated, in process of divorcing 7.921 5.077 1.56 ns 0.050 
 
Divorced -3.671 3.221 -1.14 ns -0.039 
 
Widowed 6.649 7.961 0.84 ns 0.026 
  
13.777 17.348 0.79 ns 0.024 
Education 
     
 
No high school - Reference 
     
 
High School Only 1.026 5.830 0.18 ns 0.015 
 
College Only 1.818 5.572 0.33 ns 0.038 
 
Advanced Degree/Training -3.332 5.804 -0.57 ns -0.054 
       Current Employment Status 1.733 1.393 1.24 ns 0.038 
Gender 4.210 1.376 3.06 ** 0.098 
Age -0.060 0.060 -1 ns -0.035 
Lost and regained weight -1.025 1.578 -0.65 ns -0.021 
       BMI Status 
     
 
Underweight - Reference 
     
 
Normal weight 10.730 3.541 3.03 ** 0.256 
 
Overweight 10.471 3.591 2.92 ** 0.239 
 
Obese 9.943 3.625 2.74 ** 0.217 
       Attributions of Responsibility 
     Causal 0.666 0.047 14.04 *** 0.520 
Intentionality 0.055 0.038 1.47 ns 0.048 
Moral Wrongfulness -0.034 0.040 -0.85 ns -0.031 
Knowledge -0.031 0.025 -1.23 ns -0.038 
*p < .05, **p < .01, ***p < .001 
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Appendix Q: Table 3 
 
Table 3. Research Question Two: Parent responsibility by BMI 
status 
  
M  SD n 
Underweight  71.16 29.23 61 
Normal 
Weight 80.13 21.70 553 
Overweight 81.33 18.39 334 
Obese 76.77 22.92 261 
Total 79.28 21.68 1209 




Appendix R. Table 4 
Table 4. Structural equation model path coefficients - all items 
Structural Model   β Coef. SE   
HLOC - Q18 <--- HLOC - External 0.684 1 
 
  
HLOC - Q15 <--- HLOC - External 0.439 0.656 0.042 *** 
HLOC - Q14 <--- HLOC - External 0.651 0.947 0.043 *** 
HLOC - Q11 <--- HLOC - External 0.499 0.751 0.043 *** 
HLOC - Q10 <--- HLOC - External 0.769 1.052 0.043 *** 
HLOC - Q9 <--- HLOC - External 0.556 0.829 0.043 *** 
Intent to Encourage 
Parent <--- HLOC - External 0.183 0.349 0.059 *** 
Intent to Encourage 
Parent <--- Age  0.064 0.167 0.075 * 
Intent for Exercise <--- HLOC - External 0.083 0.182 0.069 ** 
Intent for Exercise <--- Age   0.114 0.346 0.088 *** 
Experiences - Q15 <--- 
Experiences - 
Positive 0.677 1 
  
Experiences - Q10 <--- 
Experiences - 
Positive 0.666 0.954 0.04 *** 
Experiences - Q9 <--- 
Experiences - 
Positive 0.714 1.105 0.044 *** 
Experiences - Q8 <--- 
Experiences - 
Positive 0.586 0.854 0.04 *** 
Experiences - Q2 <--- 
Experiences - 
Positive 0.798 1.301 0.047 *** 
Experiences - Q1 <--- 
Experiences - 
Positive 0.723 1.148 0.045 *** 
Intent for Weight-Loss 
Diet <--- 
Experiences - 
Positive -0.056 -0.106 0.043 * 
Intent for  Weight-Loss 
Diet <--- Gender   0.047 2.595 1.095 * 
Intent for  Weight-Loss 
Diet <--- Race  -0.023 -1.605 1.286 ns 
Intent for  Weight-Loss 
Diet <--- HLOC - External 0.141 0.243 0.054 *** 
Intent for  Weight-Loss 
Diet <--- Age  0.069 0.162 0.069 * 
Experiences - 14 <--- 
Experiences - 
Negative 0.737 1 
  
Experiences - 15 <--- 
Experiences - 
Negative 0.821 1.091 0.032 *** 
Experiences - 12 <--- 
Experiences - 
Negative 0.815 1.056 0.031 *** 
Experiences - 11 <--- 
Experiences - 
Negative 0.593 0.777 0.032 *** 
Experiences - 7 <--- 
Experiences - 






Experiences - 6 <--- 
Experiences - 
Negative 0.794 1.091 0.033 *** 
Experiences - 5 <--- 
Experiences - 
Negative 0.704 1.067 0.037 *** 
Experiences - 4 <--- 
Experiences - 
Negative 0.71 1.058 0.036 *** 
Experiences - 3 <--- 
Experiences - 
Negative 0.652 0.914 0.034 *** 
Weight Deviation Score <--- 
Experiences - 
Negative -0.127 -0.145 0.033 *** 
Model fit: χ2 = 5072.898; df = 546; χ2/df = 9.29; RMSEA = .070. 




Table 4. Structural equation model path coefficients - all items 
Structural Model   β Coef. SE   
Religiosity - Q12 <--- Religiosity - Fellowship 0.895 1 
  Religiosity - Q11 <--- Religiosity - Fellowship 0.941 1.181 0.02 *** 
Religiosity - Q10 <--- Religiosity - Fellowship 0.892 1.09 0.02 *** 
Weight Bias - Q6 <--- 
Weight Bias - Feelings 
about others 0.465 1 
  
Weight Bias - Q5 <--- 
Weight Bias - Feelings 
about others 0.758 1.277 0.112 *** 
Weight Bias - Q4 <--- 
Weight Bias - Feelings 
about others 0.572 1.171 0.089 *** 
Weight Deviation Score <--- Religiosity - Fellowship 0.082 0.098 0.034 ** 
Weight Deviation Score <--- 
Weight Bias - Feelings 
about others -0.094 -0.137 0.05 ** 
Weight Deviation Score <--- Race -0.069 -3.567 1.518 * 
Intent for Exercise <--- Gender 0.046 2.714 1.548 ns 
Intent to Encourage 
Parent <--- Experiences - Positive -0.031 -0.066 0.044 ns 
Intent for Weight-Loss 
Diet <--- Parent Status -0.057 -3.201 1.535 * 
Intent to Encourage 
Parent <--- Parent Status -0.055 -3.404 1.681 * 
Intent for Exercise <--- Parent Status -0.092 -6.721 1.978 *** 
Model fit: χ2 = 5072.898; df = 546; χ2/df = 9.29; RMSEA = .070. 
Notes: *p < .05; **p < .01; ***p < .001. 
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Appendix S. Table 4b 
Table 4b. Structural equation model path coefficients 
Structural Model   β Coef. SE   
Intent to Encourage 
Parent <--- HLOC - External 0.183 0.353 0.059 *** 
Intent to Encourage 
Parent <--- Experiences - Positive -0.031 -0.064 0.044 ns 
Intent to Encourage 
Parent <--- Age 0.064 0.170 0.075 * 
Intent to Encourage 
Parent <--- Parent Status -0.055 -3.404 1.681 * 
Intent for Exercise <--- Gender 0.046 3.453 1.552 ns 
Intent for Exercise <--- HLOC - External 0.083 0.187 0.069 ** 
Intent for Exercise <--- Age 0.114 0.354 0.089 *** 
Intent for Exercise <--- Parent Status -0.092 -6.721 1.978 *** 
Intent for  Weight-Loss 
Diet <--- Experiences - Positive -0.056 -0.105 0.043 * 
Intent for  Weight-Loss 
Diet <--- Gender 0.047 2.764 1.095 * 
Intent for  Weight-Loss 
Diet <--- Race -0.023 -1.595 1.286 ns 
Intent for  Weight-Loss 
Diet <--- HLOC - External 0.141 0.247 0.054 *** 
Intent for  Weight-Loss 
Diet <--- Age 0.069 0.166 0.069 * 
Intent for  Weight-Loss 
Diet <--- Parent Status -0.057 -3.201 1.535 * 
Weight Deviation Score <--- Experiences - Negative -0.127 -0.145 0.033 *** 
Weight Deviation Score <--- Religiosity - Fellowship 0.082 0.098 0.034 ** 
Weight Deviation Score <--- 
Weight Bias - Feelings about 
others -0.094 -0.137 0.050 ** 
Weight Deviation Score <--- Race -0.069 -3.565 1.518 * 
Model fit: χ2 = 5072.898; df = 546; χ2/df = 9.29; RMSEA = .070. 
Notes: *p < .05; **p < .01; ***p < .001. 
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Table 6. Structural equation model path coefficients - all items, excluding non-significant paths 
Structural Model   β Coef. SE   
HLOC - Item 18 <--- HLOC - External 0.684 1     
 
HLOC - Item 15 
 
<--- HLOC - External 0.439 0.656 0.042 *** 
HLOC - Item 14 <--- HLOC - External 0.651 0.947 0.043 *** 
HLOC - Item 11 <--- HLOC - External 0.499 0.751 0.043 *** 
HLOC - Item 10 <--- HLOC - External 0.769 1.053 0.043 *** 
HLOC - Item 9 <--- HLOC - External 0.555 0.829 0.043 *** 
Intent to Encourage Parent <--- HLOC - External 0.184 0.354 0.059 *** 
Intent to Encourage Parent <--- Age  0.064 0.171 0.075 * 
Intent for Exercise <--- HLOC - External 0.085 0.192 0.069 ** 
Intent for Exercise <--- Age  0.108 0.336 0.089 *** 
Experiences - Item 15 <--- Experiences - Positive 0.677 1 
  Experiences - Item 10 <--- Experiences - Positive 0.666 0.954 0.04 *** 
Experiences - Item 9 <--- Experiences - Positive 0.714 1.104 0.044 *** 
Experiences - Item 8 <--- Experiences - Positive 0.586 0.855 0.04 *** 
Experiences - Item 2 <--- Experiences - Positive 0.798 1.301 0.047 *** 
Experiences - Item 1 <--- Experiences - Positive 0.723 1.148 0.045 *** 
Intent for  Weight-Loss Diet <--- Experiences - Positive -0.036 -0.068 0.035 ns 
Intent for  Weight-Loss Diet <--- Gender  0.037 2.13 1.068 * 
Intent for  Weight-Loss Diet <--- HLOC - External 0.143 0.25 0.054 *** 
Intent for  Weight-Loss Diet <--- Age  0.066 0.159 0.069 * 
Experiences - Item 14 <--- Experiences - Negative 0.737 1 
  Experiences - Item 13 <--- Experiences - Negative 0.821 1.091 0.032 *** 
Experiences - Item 12 <--- Experiences - Negative 0.815 1.056 0.031 *** 
Experiences - Item 11 <--- Experiences - Negative 0.593 0.777 0.032 *** 
Experiences - Item 7 <--- Experiences - Negative 0.779 1.045 0.033 *** 
Experiences - Item 6 <--- Experiences - Negative 0.794 1.091 0.033 *** 
Experiences - Item 5 <--- Experiences - Negative 0.704 1.067 0.037 *** 
Experiences - Item 4 <--- Experiences - Negative 0.71 1.058 0.036 *** 
Experiences - Item 3 <--- Experiences - Negative 0.652 0.914 0.034 *** 
Weight Deviation Score <--- Experiences - Negative -0.128 -0.146 0.033 *** 
Model fit: χ2 = 5080.035; df = 549; χ2/df = 9.25; RMSEA = .070. 




Table 6. Structural equation model path coefficients - all items, excluding non-significant paths 
Structural Model   β Coef. SE   
Religiosity - Item 12 <--- Religiosity - Fellowship 0.895 1 
  Religiosity - Item 11 <--- Religiosity - Fellowship 0.941 1.181 0.02 *** 
Religiosity - Item 10 <--- Religiosity - Fellowship 0.892 1.09 0.02 *** 
Weight Bias - Item 6 <--- 
Weight Bias - Feelings 
about others 0.465 1 
  
Weight Bias - Item 5 <--- 
Weight Bias - Feelings 
about others 0.758 1.277 0.112 *** 
Weight Bias - Item 4 <--- 
Weight Bias - Feelings 
about others 0.572 1.171 0.089 *** 
Weight Deviation Score <--- Religiosity - Fellowship 0.082 0.098 0.034 ** 
Weight Deviation Score <--- 
Weight Bias - Feelings 
about others -0.094 -0.137 0.05 ** 
Weight Deviation Score <--- 
Race: White vs. Non-
white -0.07 -3.637 1.516 * 
Intent for Weight-Loss 
Diet <--- Parent Status -0.059 -3.361 1.538 * 
Intent to Encourage Parent <--- Parent Status -0.058 -3.622 1.683 * 
Intent for Exercise <--- Parent Status -0.098 -7.157 1.981 *** 
Model fit: χ2 = 5080.035; df = 549; χ2/df = 9.25; RMSEA = .070. 
Notes: *p < .05; **p < .01; ***p < .001. 
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Appendix V. Table 6b 
 
Table 6b. Structural equation model path coefficients, excluding non-significant paths 
Structural Model   β Coef. SE   
Intent to Encourage Parent <--- HLOC - External 0.184 0.354 0.059 *** 
Intent to Encourage Parent <--- Age  0.064 0.171 0.075 * 
Intent to Encourage Parent <--- Parent Status -0.058 -3.622 1.683 * 
Intent for Exercise <--- HLOC - External 0.085 0.192 0.069 ** 
Intent for Exercise <--- Are  0.108 0.336 0.089 *** 
Intent for Exercise <--- Parent Status -0.098 -7.157 1.981 *** 
Intent for Weight-Loss Diet <--- Experiences - Positive -0.036 -0.068 0.035 ns 
Intent for Weight-Loss Diet <--- Gender 0.037 2.13 1.068 * 
Intent for Weight-Loss Diet <--- HLOC - External 0.143 0.25 0.054 *** 
Intent for Weight-Loss Diet <--- Age  0.066 0.159 0.069 * 
Intent for Weight-Loss Diet <--- Parent Status -0.059 -3.361 1.538 * 
Weight Deviation Score <--- Experiences - Negative -0.128 -0.146 0.033 *** 
Weight Deviation Score <--- Religiosity - Fellowship 0.082 0.098 0.034 ** 
Weight Deviation Score <--- 
Weight Bias - Feelings 
about others -0.094 -0.137 0.05 ** 
Weight Deviation Score <--- 
Race: White vs. Non-
white -0.07 -3.637 1.516 * 
Model fit: χ2 = 5080.035; df = 549; χ2/df = 9.25; RMSEA = .070. 
Notes: *p < .05; **p < .01; ***p < .001. 
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Table 7. Ordinary Least-Square (OLS) regression to predict Weight Deviation Scores. 
  
Weight Deviation Score (Absolute Value) (n = 1012) 
  
Full Model Adjusted R
2
 = .03 
  
F(41, 970) = 1.87*** 
    Coef. SE t   95% CI 
 
Demographics 
      BMI -0.081 0.118 -0.690 ns -0.313 0.151 
        Race 
      
 
African American - Reference 
      
 
Native American 9.839 7.767 1.270 ns -5.402 25.081 
 
Asian American -3.035 3.801 -0.800 ns -10.495 4.425 
 
White -4.950 2.665 -1.860 ns -10.180 0.280 
 
Hispanic -2.172 3.608 -0.600 ns -9.253 4.910 
        Age -0.010 0.068 -0.140 ns -0.144 0.125 
Current Employment Status  -1.688 1.523 -1.110 ns -4.676 1.300 
        Relationship Status 
      
 
Single, never married - Reference 
      
 
In a relationship, not cohabitating -2.014 2.517 -0.800 ns -6.954 2.926 
 
In a relationship, cohabitating 1.798 2.207 0.810 ns -2.532 6.128 
 
Married 1.429 2.037 0.700 ns -2.569 5.426 
 
Separated, not divorcing -4.059 10.732 -0.380 ns -25.119 17.002 
 
Separated, in process of divorcing -1.763 6.574 -0.270 ns -14.664 11.137 
 
Divorced -0.377 3.643 -0.100 ns -7.525 6.772 
 
Widowed 2.831 7.707 0.370 ns -12.294 17.956 
        
        Gender - Male -0.876 1.489 -0.590 ns -3.798 2.046 
 
Parent Status - Parents  1.152 1.545 0.750 ns -1.880 4.185 





Table 7. Ordinary Least-Square (OLS) regression to predict Weight Deviation Scores. 
  
Weight Deviation Score (Absolute Value) (n = 1012) 
  
Full Model Adjusted R
2
 = .03 
  
F(41, 970) = 1.87*** 
    Coef. SE t   95% CI 
Education 
      
 
Grade School Only - Reference 
      
 
Middle School Only 32.109 29.225 1.100 ns -25.244 89.461 
 
Some high school, no diploma 35.348 21.704 1.630 ns -7.245 77.942 
 
High school diploma 25.195 20.975 1.200 ns -15.966 66.357 
 
High school equivalent 28.935 21.236 1.360 ns -12.739 70.609 
 
Some college, no degree completed 24.896 20.893 1.190 ns -16.104 65.896 
 
Associate's degree completed 27.032 20.923 1.290 ns -14.028 68.091 
 
Bachelor's degree completed 25.830 20.860 1.240 ns -15.107 66.767 
 
1 year post-graduate certificate completed 31.268 21.621 1.450 ns -11.161 73.698 
 
2 year post graduate degree completed 25.067 20.972 1.200 ns -16.088 66.222 
 
Extended post-graduate degree completed  26.566 21.248 1.250 ns -15.131 68.264 
        Weight Locus of Control (WLOC) -0.016 0.068 -0.230 ns -0.150 0.118 
General Self-Efficacy Scale (GSES) -0.041 0.048 -0.850 ns -0.134 0.053 
Health Locus of Control (HLOC) - Internal -0.003 0.049 -0.050 ns -0.099 0.094 
Health Locus of Control (HLOC) - External 0.114 0.046 2.490 * 0.024 0.205 
Anti-fat Attitudes (AFA) 0.041 0.038 1.080 ns -0.033 0.115 
Dislike of Fat People Scale (DFPS) -0.070 0.047 -1.480 ns -0.162 0.023 
Meal Routines - Positive -0.009 0.178 -0.050 ns -0.359 0.341 
Experiences of Obesity - Positive -0.062 0.042 -1.470 ns -0.144 0.021 
Experiences of Obesity - Negative -0.088 0.035 -2.510 * -0.156 -0.019 
Weight Beliefs Scale -0.018 0.046 -0.390 ns -0.107 0.072 
Weight Bias Scale - Feelings about others -0.086 0.034 -2.510 * -0.153 -0.019 
Weight Bias Scale - Body Image  -0.049 0.035 -1.370 ns -0.118 0.021 
Religiosity - Spirituality -0.013 0.023 -0.560 ns -0.059 0.033 
Religiosity - Fellowship 0.101 0.035 2.920 ** 0.033 0.169 
Constant 18.741 22.339 0.840 ns -25.096 62.579 
*p < .05, **p < .01, ***p < .001 
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Table 8. Ordinary Least-Square (OLS) regression to predict Intentions for Weight-Loss Diet 
  
Intentions for Weight-Loss Diet (n = 1068) 
  
Full Model Adjusted R
2
 = .05 
  
F(41, 1026) = 2.23**** 
    Coef. SE t   95% CI 
 
Demographics 
      BMI -0.148 0.157 -0.940 ns -0.457 0.160 
        Race 
      
 
African American - Reference 
      
 
Native American -5.929 9.975 -0.590 ns -25.503 13.646 
 
Asian American -1.678 5.049 -0.330 ns -11.586 8.231 
 
White -7.901 3.585 -2.200 * -14.936 -0.865 
 
Hispanic -4.751 4.783 -0.990 ns -14.136 4.635 
        Age 0.193 0.089 2.180 * 0.019 0.367 
Current Employment Status  -3.404 1.998 -1.700 ns -7.325 0.518 
        Relationship Status 
      
 
Single, never married - Reference 
      
 
In a relationship, not cohabitating -2.704 3.363 -0.800 ns -9.303 3.895 
 
In a relationship, cohabitating 1.452 2.943 0.490 ns -4.324 7.227 
 
Married -1.986 2.682 -0.740 ns -7.248 3.276 
 
Separated, not divorcing -8.717 12.931 -0.670 ns -34.092 16.658 
 
Separated, in process of divorcing -3.202 7.692 -0.420 ns -18.296 11.892 
 
Divorced 1.571 4.809 0.330 ns -7.866 11.008 
 
Widowed 10.445 10.407 1.000 ns -9.977 30.867 
        
        Gender - Male -4.479 1.965 -2.280 * -8.335 -0.624 
 
Parent Status - Parent -0.512 2.037 -0.250 ns -4.510 3.486 





Table 8. Ordinary Least-Square (OLS) regression to predict Intentions for Diet 
  
Intentions for Diet (n = 1068) 
  
Full Model Adjusted R
2
 = .05 
  
F(41, 1026) = 2.23**** 
    Coef. SE t   95% CI 
Education 
      
 
Grade School Only - Reference 
      
 
Middle School Only 1.417 34.666 0.040 ns -66.608 69.442 
 
Some high school, no diploma -6.903 29.246 -0.240 ns -64.291 50.486 
 
High school diploma 0.253 28.412 0.010 ns -55.500 56.005 
 
High school equivalent 10.136 28.772 0.350 ns -46.322 66.594 
 
Some college, no degree completed -1.923 28.304 -0.070 ns -57.463 53.617 
 
Associate's degree completed -0.231 28.344 -0.010 ns -55.849 55.387 
 
Bachelor's degree completed -3.515 28.262 -0.120 ns -58.972 51.942 
 
1 year post-graduate certificate completed -9.056 29.295 -0.310 ns -66.540 48.428 
 
2 year post graduate degree completed -3.531 28.410 -0.120 ns -59.280 52.218 
 
Extended post-graduate degree completed  1.271 28.714 0.040 ns -55.073 57.615 
        Weight Locus of Control (WLOC) -0.026 0.090 -0.290 ns -0.202 0.151 
General Self-Efficacy Scale (GSES) -0.060 0.063 -0.950 ns -0.183 0.064 
Health Locus of Control (HLOC) - Internal 0.010 0.065 0.150 ns -0.117 0.137 
Health Locus of Control (HLOC) - External 0.241 0.060 4.020 *** 0.123 0.359 
Anti-fat Attitudes (AFA) 0.063 0.050 1.240 ns -0.036 0.161 
Dislike of Fat People Scale (DFPS) -0.025 0.062 -0.400 ns -0.147 0.098 
Meal Routines - Positive 0.143 0.236 0.610 ns -0.320 0.606 
Experiences of Obesity - Positive -0.138 0.055 -2.510 * -0.247 -0.030 
Experiences of Obesity - Negative -0.071 0.046 -1.530 ns -0.162 0.020 
Weight Beliefs Scale -0.066 0.060 -1.100 ns -0.184 0.052 
Weight Bias Scale - Feelings about others 0.030 0.045 0.670 ns -0.058 0.118 
Weight Bias Scale - Body Image  0.059 0.047 1.260 ns -0.033 0.150 
Religiosity - Spirituality 0.013 0.031 0.430 ns -0.047 0.073 
Religiosity - Fellowship 0.031 0.045 0.690 ns -0.058 0.119 
Constant 33.133 30.161 1.100 ns -26.051 92.316 
*p < .05, **p < .01, ***p < .001 









Appendix Y. Table 9 
 
Table 9. Ordinary Least-Square (OLS) regression to predict Intentions for Exercise 
  
Intentions for Exercise (n = 1069) 
  
Full Model Adjusted R
2
 = .02 
  
F(41, 1027) = 1.62*** 
    Coef. SE t   95% CI 
 
Demographics 
      BMI -0.170 0.205 -0.830 ns -0.572 0.232 
        Race 
      
 
African American - Reference 
      
 
Native American 19.203 13.005 1.480 ns -6.316 44.722 
 
Asian American 3.054 6.570 0.460 ns -9.839 15.947 
 
White -1.628 4.672 -0.350 ns -10.797 7.540 
 
Hispanic 4.999 6.255 0.800 ns -7.275 17.273 
        Age 0.353 0.115 3.060 ** 0.127 0.580 
Current Employment Status  -5.018 2.610 -1.920 ns -10.139 0.103 
        Relationship Status 
      
 
Single, never married - Reference 
      
 
In a relationship, not cohabitating -2.314 4.379 -0.530 ns -10.908 6.279 
 
In a relationship, cohabitating -2.975 3.834 -0.780 ns -10.497 4.548 
 
Married -2.838 3.494 -0.810 ns -9.693 4.017 
 
Separated, not divorcing -1.600 16.860 -0.090 ns -34.683 31.483 
 
Separated, in process of divorcing -2.975 10.027 -0.300 ns -22.650 16.701 
 
Divorced 4.653 6.268 0.740 ns -7.646 16.952 
 
Widowed 24.984 13.566 1.840 ns -1.636 51.605 
        
        Gender - Male -4.583 2.559 -1.790 ns -9.604 0.438 
 
Parent Status - Parent -3.248 2.655 -1.220 ns -8.458 1.961 





Table 9. Ordinary Least-Square (OLS) regression to predict Intentions for Exercise 
  
Intentions for Exercise (n = 1069) 
  
Full Model Adjusted R
2
 = .02 
  
F(41, 1027) = 1.62*** 
    Coef. SE t   95% CI 
Education 
      
 
Grade School Only - Reference 
      
 
Middle School Only 16.642 45.193 0.370 ns -72.038 105.323 
 
Some high school, no diploma 8.497 38.128 0.220 ns -66.321 83.315 
 
High school diploma 17.650 37.031 0.480 ns -55.015 90.315 
 
High school equivalent 17.132 37.508 0.460 ns -56.469 90.733 
 
Some college, no degree completed 14.140 36.898 0.380 ns -58.264 86.544 
 
Associate's degree completed 18.376 36.950 0.500 ns -54.129 90.882 
 
Bachelor's degree completed 12.327 36.843 0.330 ns -59.968 84.622 
 
1 year post-graduate certificate completed 7.373 38.190 0.190 ns -67.566 82.313 
 
2 year post graduate degree completed 12.572 37.036 0.340 ns -60.104 85.247 
 
Extended post-graduate degree completed  25.135 37.433 0.670 ns -48.318 98.588 
        Weight Locus of Control (WLOC) -0.226 0.117 -1.930 ns -0.456 0.003 
General Self-Efficacy Scale (GSES) 0.001 0.082 0.020 ns -0.160 0.163 
Health Locus of Control (HLOC) - Internal 0.062 0.084 0.740 ns -0.103 0.228 
Health Locus of Control (HLOC) - External 0.250 0.078 3.210 ** 0.097 0.403 
Anti-fat Attitudes (AFA) 0.083 0.065 1.270 ns -0.045 0.211 
Dislike of Fat People Scale (DFPS) -0.092 0.081 -1.140 ns -0.251 0.067 
Meal Routines - Positive -0.224 0.307 -0.730 ns -0.827 0.379 
Experiences of Obesity - Positive -0.104 0.072 -1.450 ns -0.246 0.037 
Experiences of Obesity - Negative -0.001 0.060 -0.020 ns -0.120 0.117 
Weight Beliefs Scale -0.043 0.078 -0.540 ns -0.196 0.111 
Weight Bias Scale - Feelings about others -0.016 0.058 -0.280 ns -0.131 0.099 
Weight Bias Scale - Body Image  0.066 0.061 1.090 ns -0.053 0.186 
Religiosity - Spirituality -0.035 0.040 -0.880 ns -0.114 0.043 
Religiosity - Fellowship 0.086 0.059 1.460 ns -0.029 0.202 
Constant 32.969 39.327 0.840 ns -44.202 110.140 
*p < .05, **p < .01, ***p < .001 
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Appendix Z. Table 10 
 
Table 10. Ordinary Least-Square (OLS) regression to predict Intentions to Encourage Parents 
  
Intentions to Encourage Parents (n = 1070) 
  
Full Model Adjusted R
2
 = .05 
  
F(41, 1028) = 2.48**** 
    Coef. SE t   95% CI 
 
Demographics 
      BMI -0.127 0.175 -0.720 ns -0.470 0.217 
        Race 
      
 
African American - Reference 
      
 
Native American 15.817 11.129 1.420 ns -6.021 37.656 
 
Asian American 7.066 5.623 1.260 ns -3.968 18.099 
 
White -3.443 3.998 -0.860 ns -11.289 4.403 
 
Hispanic -0.844 5.336 -0.160 ns -11.315 9.627 
        Age 0.204 0.099 2.050 * 0.009 0.399 
Current Employment Status  -3.322 2.236 -1.490 ns -7.709 1.065 
        Relationship Status 
      
 
Single, never married - Reference 
      
 
In a relationship, not cohabitating -4.248 3.748 -1.130 ns -11.602 3.106 
 
In a relationship, cohabitating 1.297 3.281 0.400 ns -5.141 7.734 
 
Married -4.108 2.988 -1.370 ns -9.971 1.755 
 
Separated, not divorcing -1.189 14.427 -0.080 ns -29.500 27.122 
 
Separated, in process of divorcing -2.678 8.581 -0.310 ns -19.517 14.161 
 
Divorced -1.164 5.366 -0.220 ns -11.693 9.364 
 
Widowed 9.657 11.612 0.830 ns -13.129 32.442 
        
        Gender - Male -1.940 2.190 -0.890 ns -6.238 2.357 
 
Parent Status - Parent -0.540 2.272 -0.240 ns -4.999 3.919 





Table 10. Ordinary Least-Square (OLS) regression to predict Intentions to Encourage Parents 
  
Intentions to Encourage Parents (n = 1070) 
  
Full Model Adjusted R
2
 = .05 
  
F(41, 1028) = 2.48**** 
    Coef. SE t   95% CI 
Education 
      
 
Grade School Only - Reference 
      
 
Middle School Only 28.759 38.677 0.740 ns -47.136 104.655 
 
Some high school, no diploma 3.072 32.629 0.090 ns -60.955 67.100 
 
High school diploma 11.757 31.690 0.370 ns -50.427 73.942 
 
High school equivalent 11.363 32.098 0.350 ns -51.622 74.349 
 
Some college, no degree completed 5.685 31.576 0.180 ns -56.276 67.646 
 
Associate's degree completed 8.911 31.621 0.280 ns -53.138 70.959 
 
Bachelor's degree completed 1.869 31.529 0.060 ns -60.000 63.739 
 
1 year post-graduate certificate completed -0.354 32.682 -0.010 ns -64.485 63.777 
 
2 year post graduate degree completed 4.031 31.695 0.130 ns -58.164 66.226 
 
Extended post-graduate degree completed  18.020 32.048 0.560 ns -44.868 80.907 
        Weight Locus of Control (WLOC) 0.000 0.100 0.000 ns -0.196 0.197 
General Self-Efficacy Scale (GSES) -0.070 0.070 -1.000 ns -0.208 0.068 
Health Locus of Control (HLOC) - Internal 0.078 0.072 1.080 ns -0.064 0.220 
Health Locus of Control (HLOC) - External 0.304 0.067 4.550 *** 0.173 0.435 
Anti-fat Attitudes (AFA) 0.041 0.056 0.740 ns -0.068 0.151 
Dislike of Fat People Scale (DFPS) 0.058 0.069 0.830 ns -0.078 0.194 
Meal Routines - Positive -0.131 0.263 -0.500 ns -0.647 0.385 
Experiences of Obesity - Positive -0.104 0.062 -1.690 ns -0.225 0.017 
Experiences of Obesity - Negative -0.021 0.052 -0.400 ns -0.122 0.081 
Weight Beliefs Scale -0.062 0.067 -0.930 ns -0.194 0.069 
Weight Bias Scale - Feelings about others -0.001 0.050 -0.020 ns -0.099 0.097 
Weight Bias Scale - Body Image  0.043 0.052 0.830 ns -0.059 0.145 
Religiosity - Spirituality 0.025 0.034 0.740 ns -0.042 0.092 
Religiosity - Fellowship 0.078 0.050 1.550 ns -0.021 0.177 
Constant 13.635 33.651 0.410 ns -52.398 79.667 
*p < .05, **p < .01, ***p < .001 










Appendix AB. Table 11
Table 11. Mediation model for race, negative experiences and deviation 
scores 
      
  
Coef SE z 
 Sobel   -0.649 0.259 -2.504 * 
Goodman 
 
-0.649 0.263 -2.467 * 
      
  
Coef SE z 
 a coefficient   4.470 1.533 2.916 ** 
b coefficient 
 
-0.145 0.030 -4.888 *** 
Indirect effect 
 
-0.649 0.259 -2.504 * 
Direct effect (c' path) 
 
-4.178 1.528 -2.734 ** 
Total effect (c path) 
 
-4.826 1.538 -3.139 ** 
      Proportion of total effect that is mediated: 
 
0.13439378 
Ratio of indirect to direct effect: 
 
0.15525972 
Ratio of total to direct effect: 
 
1.1552597 
Notes: *p < .05; **p < .01; ***p < .001. 
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Appendix AD. Table 12 
 
Table 12. Mediation model for fellowship, HLOC - External and deviation 
scores 
      
  
Coef SE z 
 Sobel   0.018 0.006 3.125 ** 
Goodman 
 
0.018 0.006 3.096 ** 
      
  
Coef SE z 
 a coefficient   0.142 0.022 6.320 *** 
b coefficient 
 
0.125 0.035 3.596 *** 
Indirect effect 
 
0.018 0.006 3.125 ** 
Direct effect (c' path) 
 
0.082 0.028 2.926 ** 
Total effect (c path) 
 
0.099 0.028 3.601 *** 
      Proportion of total effect that is mediated: 
 
0.17842636 
Ratio of indirect to direct effect: 
 
0.21717635 
Ratio of total to direct effect: 
 
1.2171763 




Appendix AE. Table 13 
 






















































































General Self-efficacy Scale 
(GSES) 10 0.891 10 0.891 10 0.901 
Health Locus of Control (HLOC) 
- Internal - - - - 5 0.813 
Health Locus of Control (HLOC) 
- External - - - - 6 0.774 
Weight Locus of Control (WLOC) - - - - 4 0.738 
Anti-fat Attitudes (AFA) 10 0.384 4 0.707 4 0.802 
Dislike of Fat People Scale 
(DFPS)  14 0.574 - - 10 0.882 
DFPS - Fat as untrustworthy - - 5 0.766 - - 
DFPS - Other characteristics - - 3 0.528 - - 
DFPS - Relationships with fat 
people - - 2 (2) 0.558 - - 
DFPS - Classic discomfort - - 2 0.311 - - 
Attributions of Responsibility 
(AOR) - Total 16 0.806 - - - - 
AOR - Causality 4 0.825 5 0.829 6 0.909 
AOR - Knowledge 4 0.756 4 0.756 3 0.873 
AOR - Intentionality 4 0.799 5 0.808 4 0.819 
AOR - Moral Wrongfulness 4 0.567 2 (2) 0.669 3 0.735 
Religiosity 12 0.94 - - - - 
Religiosity - Fellowship - - 3 0.918 3 0.934 
Religiosity - Spiritual - - 9 0.963 9 0.964 
Weight Belief Scale 8 0.833 5 0.846 5 0.766 
Weight Bias Scale 6 0.739 - - - - 
Weight Bias - Feelings - - 3 0.719 3 0.605 
Weight Bias - Body Image - - 3 0.831 3 0.654 
Mealtimes Routines - Positive - - - - 4 0.739 
Mealtimes Routines - Involving 
Others - - - - 2 0.562 
Experiences - Positive - - - - 6 0.848 
Experiences - Negative - - - - 9 0.913 
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       Appendix AF: Figure 3 
 





Appendix AG. Figure 4  
 
Figure 4. Full model for the third purpose, excluding all non-significant paths 
 
 
